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Abstract

Background: When someone with lived experience of mental health difficulties provides
help to others with similar difficulties, it is generally called peer support. Peer support may be
one way to enhance interpersonal relationships, a factor known to improve recovery from
borderline personality disorder (BPD). There is little known about peer support in BPD.
Method: Four qualitative studies evaluated peer support for BPD. First, theory was built
through an exploration to determine perceptions and possible models of peer support for BPD
(Study One). Next, the application of peer support for consumers with BPD and their carers
was examined from multiple perspectives (Study Two and Three). Finally, a new peer and
clinician co-facilitated group for consumers with BPD was piloted (Study Four).
Results: Consumers with BPD reported experiencing increased hope and connectedness
through peer support. Consumer peer workers, however can experience stigma and
mistreatment in the workplace (Study One). Participants expressed how a unique contribution
of consumer peer workers is their ability to provide skills based on lived experience.
Consumer peer workers reported experiencing negative emotions when exposed to consumer
distress (Study Two). Carers described helpful aspects of carer peer support, including
feeling understood. Carer peer workers can be distinguished from clinicians due to their
reciprocal approach (Study Three). Participants reported how a peer and clinician cofacilitated group helped consumers by providing skills to enhance recovery. The peer
worker’s personal understanding of BPD enabled consumers to share openly, whilst the
clinician delivered skills based on professional training (Study Four).
Discussion: These studies provide evidence for how peer support may be uniquely helpful
for consumers and carers with lived experience of BPD. Challenges in peer support for BPD
may also be experienced, including managing boundaries and the impact on the worker’s
mental health. Two models of peer support were developed: an integrated model where peer
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workers are within a treatment team and a complementary model where peer workers are
separate from a team. Limitations of the research included possible biases due to purposive
sampling strategies. Future research is required to determine how both peer support and
clinical interventions can best be delivered to consumers.

4

PEER SUPPORT FOR BPD

5
Acknowledgements

Numerous people have supported me in completing this thesis, and I am very grateful
for their support. I would like to thank my supervisors Professor Brin Grenyer and Dr
Michelle Townsend for their continued guidance, enthusiasm, expertise, and kindness. Thank
you both for your involvement in shaping me into the researcher I am today and for the
numerous opportunities you have provided me to develop my career.
I extend my gratitude to the Project Air Strategy for Personality Disorders and the
public health service that enabled the evaluation of the peer and clinician co-faciliated group
within this thesis. I could not have completed this thesis without the clinicians and peer
worker involved in this program’s delivery.
I would also like to thank the people with lived experience who participated in this
research. The research was made possible by various consumers, carers and peer workers
sharing their experiences. As a researcher, clinician and human, I was humbled and inspired
by your resilience, your passion for peer work and your willingness to genuinely share your
experiences with me.
I want to thank my colleagues at Project Air Strategy for their enthusiasm and
encouragement during my candidature. To my colleagues who have become close friends –
Kayla Steele, Nick Day, Saniya Singh, Sophie Russell, Phil Horton, and Liz Tillman – your
peer supervision and emotional support during the past four years has kept me smiling and
motivated. I also want to thank my dear friends Christina Powell and Cynthia Sherstan for
always being there for me.
To my parents, Rose and Roger Hutlet – your faithful support throughout my
education has meant the world to me. Thank you for the love that you have always extended,
and for supporting my move to Australia to complete my postgraduate studies. I also want to
thank my brother, Adam Hutlet, for believing in me and encouraging me to pursue my

PEER SUPPORT FOR BPD
dreams. In addition, I would like to thank my extended family for their support over the
years.
Finally, to my husband, Zac Barr – thank you for standing beside me through the
highs and lows of this PhD journey. I could not have made it to the finish line without your
love, patience, encouragement, and faith. Thank you for supporting me as I have grown into
the person I am today. I love you, and I look forward to many more adventures together.

6

PEER SUPPORT FOR BPD
Statement Indicating What Style of Thesis Has Been Used
This thesis has been written in a journal article compilation format. The format was
chosen because multiple journal articles were published throughout Karlen Barr’s
candidature where she was the first author. The publications within this thesis have been
reformatted using American Psychological Association (APA) 7th Style.

7

PEER SUPPORT FOR BPD

8

List of Publications Included as Part of the Thesis

1. Barr, K. R., Townsend, M. L., & Grenyer, B. F. S. (2020). Using peer workers with
lived experience to support the treatment of borderline personality disorder: A
qualitative study of consumer, carer and clinician perspectives. Borderline
Personality Disorder and Emotion Dysregulation, 7(20), 1-14.
https://doi.org/10.1186/s40479-020-00135-5
2. Barr, K. R., Townsend, M. L., & Grenyer, B. F. S. (2021). Peer support for consumers
with borderline personality disorder: A qualitative study. Advances in Mental Health,
1-12. https://doi.org/10.1080/18387357.2021.1997097
3. Barr, K. R., Townsend, M. L., & Grenyer, B. F. S. (Under Review). The carer peer
worker role in borderline personality disorder services: a qualitative study. Journal of
Psychiatric and Mental Health Nursing.
4. Barr, K. R., Jewell, M., Herrick, A. M., Giles, J. A., Townsend, M. L., & Grenyer, B.
F. S. (2020). Peer support for people with personality disorder: A 6-session peer and
clinician co-facilitated group program – Facilitator Manual. Wollongong, Australia.
University of Wollongong. ISBN: 978-1-74128-330-3

PEER SUPPORT FOR BPD

9

Statement of Contributions of Others
The publications included in this thesis were completed during the PhD candidature.
The following statements of authorship list the intellectual contributions of the PhD candidate
and co-authors for each publication within this thesis. Signatures have been provided by all
co-authors to confirm their contributions to the publications.
The research within this thesis was completed in association with the Project Air
Strategy for Personality Disorders at the University of Wollongong. The Project Air Strategy
for Personality Disorders did not contribute to the design of the research. Partial funding was
provided by the Project Air Strategy for Personality Disorders.
Study One
Barr, K. R., Townsend, M. L., & Grenyer, B. F. S. (2020). Using peer workers with
lived experience to support the treatment of borderline personality disorder: a
qualitative study of consumer, carer and clinician perspectives. Borderline
Personality Disorder and Emotion Dysregulation, 7(20), 1-14.
https://doi.org/10.1186/s40479-020-00135-5
KRB designed the study, recruited participants, collected interview data, performed data
analysis and interpretation, and wrote the first draft of the manuscript. MLT and BFSG
contributed to the study design, interpretation of the results, and write-up of the manuscript.
All authors read and approved the final version of the manuscript.
Study Two
Barr, K. R., Townsend, M. L., & Grenyer, B. F. S. (2021). Peer support for consumers
with borderline personality disorder: A qualitative study. Advances in Mental Health,
1-12. https://doi.org/10.1080/18387357.2021.1997097
KRB designed the study, recruited participants, collected survey data, performed data
analysis and interpretation, and wrote the first draft of the manuscript. MLT and BFSG

PEER SUPPORT FOR BPD

10

contributed to the study design, interpretation of the results, and write-up of the manuscript.
All authors read and approved the final version of the manuscript.
Study Three
KRB designed the study, recruited participants, collected survey data, performed data
analysis and interpretation, and wrote the first draft of the manuscript. MLT and BFSG
contributed to the study design, interpretation of the results, and write-up of the manuscript.
All authors read and approved the final version of the manuscript.
Study Four
KRB designed the study, collected survey data, conducted data analysis and interpretation,
and wrote the first draft of the manuscript. MLT and BFSG contributed to the study design,
interpretation of the results, and write-up of the manuscript. All authors read and approved
the final version of the manuscript.

Karlen R. Barr

Michelle L. Townsend

Brin F. S. Grenyer

PEER SUPPORT FOR BPD

11

List of Abbreviations and Definitions
Abbreviations
BPD Borderline Personality Disorder
DBT Dialectical Behaviour Therapy
DBT-ACES Dialectical Behaviour Therapy-Accepting the Challenges of Exiting the System
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Definitions
Peer Worker
The term ‘peer worker’ will be used generally to refer to both consumer and carer peer
workers. In Chapters Three and Five, the term peer worker will be used to refer to consumer
peer workers specifically because carer peer workers are not discussed in these chapters.
Clinician, Mental Health Professional and Health Professional
While we acknowledge that peer workers can be health professionals, the terms ‘clinician,’
‘mental health professional,’ and ‘health professional’ will refer to professionals who do not
identify as peer workers.
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Chapter One:
General Introduction

1.1 Borderline Personality Disorder
Borderline personality disorder (BPD) is characterised by disturbances in affect,
identity, and relationships with others (American Psychiatric Association, 2013). According
to the Diagnostic and Statistical Manual of Mental Disorders Fifth Edition, BPD occurs
when a person meets at least five out of nine criteria, which include; efforts to avoid
abandonment, impulsivity, recurrent suicidal behaviour, unstable self-image, emotional
instability, unstable interpersonal relationships, chronic emptiness, severe dissociative
symptoms, and intense displays of anger. The International Classification of Diseases for
Mortality and Morbidity Statistics 11th Edition states that a borderline pattern (i.e., BPD) can
occur within a personality disorder when many of the above listed criteria are present (World
Health Organization, 2019). The manifestation of BPD often occurs in adolescence and
continues into adulthood (Chanen & Thompson, 2018; Videler et al., 2019). Approximately 1
to 2% of the general population, 10% of mental health outpatients, and 20% of psychiatric
inpatients have BPD (American Psychiatric Association, 2013; Lewis et al., 2019). Further,
6% of the population has BPD at some point in their life (Skodol et al., 2019). The following
paragraphs will describe the aetiology of BPD, including heritability, neurobiology,
intrapsychic factors, and environmental factors.
The aetiology of BPD can be explained by a biopsychosocial theory outlining how
genes and the environment interact (Winsper, 2018). The biopsychosocial theory proposes
that various factors can contribute to the development of BPD, including genes, prenatal
exposure, infant temperament, caregiving practices, and invalidating interactions.
Studies indicate that the heritability of BPD is estimated to be between 35% and 65%
(Amad et al., 2014; Distel et al., 2009; Kendler et al., 2008; Skoglund et al., 2021; Torgersen
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et al., 2012). Compared with the general population, individuals who have a relative with
BPD are four to 20 times more likely to have the disorder (White et al., 2003). Maternal BPD
is predictive of BPD symptoms in children with small to moderate effect sizes (Reinelt et al.,
2013; Steele et al., 2019), and full siblings of a person with BPD are 4.7 times more at risk of
developing BPD (Skoglund et al., 2021). It is difficult to differentiate genetic and
environmental factors within the familial transmission of BPD. Recent research suggests that
genetic factors significantly contribute to the risk of developing BPD, whereas shared
environmental factors within a family, such as socioeconomic status, are less important
(Skoglund et al., 2021). Although other researchers argue low socioeconomic status is a risk
factor for BPD (Stepp et al., 2016), Stepp et al. (2016) and Skoglund et al. (2021) found that
traumatic life events, such as childhood maltreatment, may indicate unique environment-gene
interactions that contribute to risk of BPD.
Multiple studies have investigated neurobiological correlates of BPD. Consumers
with BPD often have increased amygdala activation (Donegan et al., 2003; Goodman et al.,
2014; Koenigsberg et al., 2014). In addition, consumers with BPD show decreased activity in
the prefrontal cortex when processing negative emotions (Ruocco et al., 2012; Silbersweig et
al., 2007). These neurobiological findings may help explain the affective responses of
consumers with BPD, such as emotional hyperarousal and difficulties with emotion
regulation (Ensink et al., 2015). Following psychotherapy, consumers with BPD show
reduced activity in the anterior cingulate, amygdala and ventrolateral region of the prefrontal
cortex (Marceau et al., 2018), indicating that greater activity in these brain regions may be
contributing to BPD symptomatology.
In addition to neurobiological factors, intrapsychic factors can be risk factors for
BPD. Regulatory problems in infancy and early childhood, including sleeping, crying and
feeding difficulties, are predictive of BPD symptomatology (Winsper et al., 2020). Childhood
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temperament including impulsivity, negative affectivity, harm avoidance, poor emotional
control, and emotional sensitivity can contribute to BPD, especially when combined with
negative or ambivalent responses from a caregiver (Bozzatello et al., 2019; Crowell et al.,
2009; Stepp et al., 2014). Anger and relational aggression in childhood and adolescence are
also predictive of BPD (Bozzatello et al., 2019).
According to various studies, environmental factors can contribute to the development
of BPD. Prenatal exposure, including tobacco use and medical complications, and prenatal
anxiety and depression are predictive of BPD (Schwarze et al., 2013; Winsper et al., 2015).
Maladaptive parenting practices are a major risk factor for the development of BPD (Steele et
al., 2019). Compared with healthy controls or individuals with other mental health diagnoses,
consumers with BPD report maladaptive parenting at a significantly increased rate (Steele et
al., 2019). Impairments in attachment, the relational bond between infants and their
caregivers (Ainsworth et al., 1978; Bowlby, 1969), can contribute to BPD (Blatt & Levy,
2003; Gunderson, 1996). Attachment patterns that are developed in childhood often extend
into adult relationships (Ainsworth, 1989; Bartholomew & Horowitz, 1991; Bowlby, 1973).
Infants who experience unreliable, inconsistent, or hostile responses from caregivers can
develop an insecure attachment (Bell & Ainsworth, 1970; Main & Solomon, 1990).
Consumers with BPD have a high prevalence of insecure attachment, including preoccupied
and unresolved attachment (Agrawal et al., 2004; Carlson et al., 2009; Miljkovitch et al.,
2018). Further, childhood maltreatment is common in consumers with BPD, including
physical and sexual abuse (Porter et al., 2020). Compared with consumers with other mental
health diagnoses, consumers with BPD are more likely to have experienced childhood abuse
(Porter et al., 2020). Evidence suggests that insecure attachment and maladaptive emotion
regulation mediate the relationship between childhood trauma and BPD (Peng et al., 2021).
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In addition, females who experienced bullying in childhood are at about four times increased
risk of developing BPD (Antila et al., 2017).
Therefore, the literature shows how the aetiology of BPD can be described as a
complex interaction between genetic and environmental factors. Deficiencies in epistemic
trust may also contribute to the disorder as described in the following section.
1.2 Developmental Trust and Invalidation
Researchers from various schools of thought have discussed early conditions
associated with later BPD. Linehan (1993) from a dialectical behavioural therapy (DBT)
perspective outlines how invalidation of thoughts and feelings by others (e.g., parents) leads
to loss of trust of internal feelings in the young person. Fonagy and others from an attachment
perspective discuss how ruptures in attachment security leads to a breakdown in epistemic
trust (Fonagy et al., 2017). During infancy, ostensive cues, such as tilting one's head toward
an infant, inform infants that an adult intends to communicate and that the communication is
directed toward the infant (Csibra & Gergely, 2006; Sperber & Wilson, 2001). Ostensive
cues enable infants to interpret others' actions, and take a ‘pedagogical stance’ where infants
are taught information about their world (Csibra & Gergely, 2006). Therefore, ostensive cues
have an epistemic function as infants discover when teaching is occurring. Epistemic trust
develops when a caregiver provides social information to a child which is significant,
relevant to them, and socially generalisable (Fonagy et al., 2007, 2017; Luyten et al., 2020).
If a child encounters unreliable communication from attachment figures, closing off from
social communication may be adaptive, and epistemic mistrust may develop (Fonagy et al.,
2017). According to Fonagy, Luyten, and Allison (2015), deficiencies in epistemic trust can
contribute to BPD. Consumers with BPD who do not have epistemic trust may become rigid
and unable to change their information about the world. Hypermentalising, making
assumptions about the mental states of others that are not based on evidence (Sharp et al.,

PEER SUPPORT FOR BPD

21

2011), and pseudomentalising, believing that the mental states of others are understood when
they actually are not (Asen & Fonagy, 2012), are two ways that epistemic mistrust may
appear (Fonagy et al., 2017).
Mentalising, the ability to understand self and others’ mental states, can be practised
within the therapeutic relationship to develop epistemic trust (Fonagy et al., 2015; Fonagy &
Allison, 2014). For example, mentalising occurs when a consumer experiences being thought
about by their therapist, and the consumer may begin to feel safe and learn about their social
environment. Changing a consumer’s social environment to support the development of
epistemic trust has been recommended by researchers, such as training families to mentalise
(Fonagy et al., 2017). By providing opportunities for consumers to mentalise, services for
consumers with BPD may play an important role in supporting consumers to develop
epistemic trust and contribute to recovery. Similarly, those from a DBT perspective have
developed programs that work with families to reduce invalidation experiences and improve
communication and relationships (Flynn et al., 2017; Hoffman et al., 2005).
1.3 Evidence-Based Treatment for Borderline Personality Disorder
Stepped care approaches are recommended for the treatment of BPD to focus on
specific consumer needs (Bohus et al., 2021; Grenyer, Lewis, et al., 2018). An important part
of stepped care for BPD is psychological therapy (National Health and Medical Research
Council, 2013). Various therapies are available, including DBT and psychodynamic
approaches (Cristea et al., 2017; McLaughlin et al., 2019; Storebø et al., 2020). DBT
incorporates cognitive behavioural therapy, mindfulness techniques and dialectical thinking
to help consumers change their behaviours by teaching skills on emotion regulation, distress
tolerance, mindfulness and interpersonal effectiveness (Linehan, 1993). Psychodynamic
therapies include mentalisation based therapy (MBT; Bateman & Fonagy, 2004, 2016) and
transference focused psychotherapy (TFP; Clarkin et al., 2006). MBT focuses on improving a
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consumer’s reflective functioning by helping them to identify their own thoughts and
emotions and the thoughts and emotions of others (Bateman & Fonagy, 2004, 2016). TFP
involves a focus on the therapeutic relationship to support consumers to integrate their
perceptions of self and others and to reduce the use of primitive defence mechanisms
(Clarkin et al., 2006). While psychological therapies have small to large effects in reducing
symptomatology, several consumer outcomes do not show clinically significant improvement
following therapy, including psychosocial functioning (Cristea et al., 2017; McLaughlin et
al., 2019; Storebø et al., 2020). Consumers may continue to experience difficulties with
relationships and work, highlighting the importance of providing more psychosocial support
(Grenyer et al., 2022; Gunderson et al., 2011; Miller et al., 2018). This may be particularly
important because consumers with BPD indicate that recovery involves engagement in
meaningful activities and relationships (Ng et al., 2016, 2019). Recovery oriented services
are recommended for consumers with BPD, including services that involve consumers and
focus on holistic care (Donald et al., 2017; Grenyer et al., 2017; Katsakou et al., 2012; Ng et
al., 2020). Recovery oriented services help consumers live meaningful and purposeful lives,
and utilise an approach where hope, empowerment, and autonomy are fostered (Anthony,
1993; Farkas et al., 2005; Priebe et al., 2014).
Because recovery can have different meanings, understanding what recovery means
for individual consumers is important to develop recovery oriented services. In one study,
perspectives of recovery were explored through interviews with 14 consumers with BPD who
were recovered or not recovered (Ng et al., 2019). Participants described recovery as an
ongoing journey rather than just an improvement in symptoms. Involvement and willingness
to move towards recovery was necessary for change to occur. Having hope and engaging in
treatment were identified as key recovery processes. Recovery was also facilitated by finding
meaning and purpose through employment and relationships with others which provided
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feelings of belonging, insight into oneself, and the ability to practise skills (Ng et al., 2019).
Another study analysed interviews with 12 consumers with BPD to investigate how they
experience recovery and how treatment interventions contribute to recovery (Kverme et al.,
2019). Connectedness was described by consumers as central to recovery, including feeling
that they belong in the world and can participate in it. Consumer involvement in their
recovery was essential, including the belief that taking steps to move towards change for
themselves was possible. This change within consumers was often prompted by a clinician
who believed they could change and held hope for them. Group therapy was described as
important for consumers as they encountered others with similar thoughts and feelings.
Therefore, the findings of these studies described recovery in terms of meaningful
relationships and activities, engagement with treatments and others with similar experiences,
and having hope (Kverme et al., 2019; Ng et al., 2019).
1.4 Consumer Experiences of Borderline Personality Disorder Services
Despite recommendations for recovery oriented care, studies demonstrate how
consumers with BPD may experience stigma and discrimination within mental health
services (Barr, Jewell, Townsend, et al., 2020; Ring & Lawn, 2019; Sheehan et al., 2016;
Sisti et al., 2016). For example, clinicians may not inform consumers about their BPD
diagnosis which perpetuates stigma (Lester et al., 2020; Ring & Lawn, 2019). Further, some
clinicians do not think that people can recover from BPD, do not believe they can help
change outcomes for people with BPD, and give consumers a poor prognosis (Ring & Lawn,
2019). Clinicians may have less empathy and attribute more negative traits to consumers with
BPD, compared with consumers with other diagnoses (Bodner et al., 2015).
Consumers with BPD have described having negative experiences within emergency
departments and inpatient settings, including negative and stigmatising attitudes and reactions
from health professionals which make them feel shamed (Lamont & Dickens, 2019;
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Roennfeldt et al., 2021; Stapleton & Wright, 2019; Vandyk et al., 2019). Some consumers
report that they receive little information from clinicians about the assessment process and
the BPD diagnosis, and receive limited information on therapeutic interventions and poor
communication regarding the availability of services (Lamont & Dickens, 2019; Lester et al.,
2020). While professional attitudes toward BPD are improving (Day et al., 2018), negative
interactions may continue to be experienced by consumers in some settings (Barr, Jewell,
Townsend, et al., 2020), indicating a need for more education for clinicians who work with
consumers with BPD (Warrender et al., 2021).
1.5 Carers Supporting Consumers with Borderline Personality Disorder
Treatment guidelines for BPD also recommend that support is provided to carers
(National Health and Medical Research Council, 2013; Project Air Strategy for Personality
Disorders, 2015). Carers include people such as family members, partners or friends who
provide unpaid support to consumers with mental health problems (New South Wales
Government, 2010). Over the last decade, research exploring carer experiences has increased
(Bailey & Grenyer, 2013; Day et al., 2019; Dunne & Rogers, 2013). In a survey of 287
carers, stress and grief were significantly higher for carers supporting consumers with
personality disorders, compared with carers supporting consumers with other mental illnesses
(Bailey & Grenyer, 2014). Further, carers supporting consumers with personality disorders
scored at clinical levels for depression, anxiety, and emotion dysregulation. Carers can also
experience greater stress and psychiatric symptoms from being emotionally overinvolved
with the consumers they support (Bailey & Grenyer, 2015).
In addition, studies show that carers may not receive communication from clinicians,
including not receiving an explanation of BPD when the person they support is diagnosed
(Dunne & Rogers, 2013; Lawn & McMahon, 2015). Some carers also experience financial
difficulties due to decreased work hours and difficulties in their relationships with the person
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they support, including not understanding how the person is feeling (Dunne & Rogers, 2013).
Furthermore, carers describe how clinicians are sometimes unaware of carers and their role,
and how friends, family and the public may not understand personality disorders. The
majority of carers want support for themselves, and recommend self-care, respite, and carer
support groups specific for personality disorders (Dunne & Rogers, 2013).
Various support options have been developed for carers supporting someone with
BPD including group psychological education programs (Bateman & Fonagy, 2018; Grenyer,
Bailey, et al., 2018; Guillén et al., 2020; Hoffman et al., 2005; Quinlan et al., 2018). These
programs have shown reductions in carer interpersonal problems, emotional
overinvolvement, and stress. However, carers are often not aware of supports or supports are
unavailable (Lawn & McMahon, 2015). Overall the evidence suggests that there is a need to
continue to improve services for consumers with BPD and their carers.
1.6 Peer Support for Borderline Personality Disorder
Peer support is an internationally recognised recovery oriented approach which may
benefit consumers with BPD and their carers (Mental Health Commission of New South
Wales, 2014; Stratford et al., 2017). When a person is in recovery or has recovered from
mental health problems and provides support to another person with mental health problems,
it is called peer support (Davidson et al., 2006). Peer support may promote recovery in BPD
by helping consumers engage in meaningful activities and relationships. Brightman (1992)
suggests that a peer support program including psychological education and a supportive
network of peers could help improve self-esteem and relationships for consumers with BPD.
Moreover, peer support has been recommended by consumers with BPD, carers, and
clinicians to improve services (Barr, Jewell, Townsend, et al., 2020; Chanen & Nicol, 2021;
Ng et al., 2020; Vandyk et al., 2019). Consumers with BPD have also described valuing input
from a peer worker in a support group (Gillard, White, et al., 2015). Although not a study
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about peer support, it is important to note that a meta-synthesis assessing the perspectives of
consumers with BPD on DBT discussed the importance of being validated by others with a
similar lived experience within group therapy (Little et al., 2018). Despite these calls, there
have been few studies directly addressing peer support in BPD.
The following sections will describe what peer support is, the history of peer support,
and various types of peer support. In addition, controversies and challenges regarding the
formalisation of peer support, and peer support values and principles will be described. Next,
quantitative and qualitative evidence will be summarised regarding how peer support may
influence consumers with various mental health diagnoses, carers, peer workers, clinicians,
and organisations.
1.7 Introduction to Peer Support
Peer support can be provided by either consumers or carers, who have various titles
including ‘peer worker,’ ‘peer specialist,’ or ‘peer mentor.’ Consumer peer workers are
consumers with lived experience of mental illness who provide peer support, and carer peer
workers are carers with lived experience of supporting someone with mental illness who
provide peer support. This thesis will generally use the term peer worker when referring to
both consumer peer workers and carer peer workers. Chapters Three and Five will use the
term peer worker when referring to consumer peer workers because carer peer workers are
not discussed in these sections. Peer workers can be acknowledged as health professionals,
but for the purpose of the current paper, the terms ‘mental health professional,’ ‘health
professional,’ or ‘clinician’ will refer to professionals who do not identify as peer workers.
Peer support is typically delivered in one of three ways: mutual support, peer-run services, or
employing peer workers within mental health organisations (Davidson et al., 1999). The
current thesis will mainly focus on paid peer support provided by consumer peer workers and
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carer peer workers in peer-run programs and within mental health services. Understanding
the history of peer support gives context to the origin of the types of peer support.
1.8 History of Peer Support in Mental Health
One of the first records of peer support occurred in 1793 when Jean Baptiste Pussin
hired several recovered patients at the Bicêtre Hospital (Davidson et al., 1999; Pinel, 1806;
Weiner, 1979). In the early 1900s, Clifford Beers, a former psychiatric patient, worked to
reform psychiatric hospitals and bring attention to the mistreatment of individuals with
mental illness (Dain, 1989). However, hospitalised patients with mental illness continued to
be discriminated against and denied rights (Chamberlin, 1990), and decisions pertaining to
mental health, including deinstitutionalisation and drug treatments, were being made by
clinicians without patient consultation (Tomes, 2006). The ex-patient psychiatric movement
began to oppose the medical model and involuntary treatment (McLean, 2000). Judi
Chamberlin, a psychiatric ex-patient, started advocating for the rights of patients and argued
that patients should have choice in the treatment they receive (Tomes, 2006). Mental health
patients joined in the liberation movement in South Africa where the phrase “Nothing About
Us Without Us!” became a popular slogan (Campbell, 2005). By the 1980s, some ex-patients
perceived the ex-patient efforts to be limited, and began to collaborate with clinicians
(McLean, 2000). This caused a split within the ex-patient movement which resulted in the
consumer movement and the survivor/ex-patient movement (Adame & Leitner, 2008). While
consumers generally accept the mental health system and want to reform it, survivors and expatients advocate for alternatives to the system. As consumers’ perspectives were
acknowledged and incorporated within the mental health system, formal peer support
services started to be introduced (Dixon et al., 1994; Solomon et al., 1995). Although some
peer support programs remain independent, many peer support programs are complementary
to the mental health system rather than an alternative (Campbell, 2005). For example,
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members of peer-run programs may also use psychiatric medications (Chamberlin et al.,
1996).
1.9 Mutual Support and Independent Peer-Run Services
Following on from deinstitutionalisation and the ex-patient movement, mutual
support groups and peer-run groups were developed originally as alternatives to the mental
health system (Davidson et al., 1999). Mutual support involves individuals with similar
problems voluntarily coming together to help each other, and often occurs in a group setting.
All members give and receive peer support, although members who are further along in
recovery may take a mentorship role. Alcoholics Anonymous is a mutual support program
where one individual who is further in their recovery ‘sponsors’ another individual who is
working towards sobriety or maintaining sobriety (Alcoholics Anonymous, 1976b, 1976a). In
contrast to mutual support, independent peer-run services are formally organised by people
with lived experience, and peer workers may not receive support in return (Davidson et al.,
1999; Holter et al., 2004). Independent peer-run services are often non-profit organisations
separate from mainstream mental health services seeking to minimise hierarchical
relationships and promote empowerment through drop-in services, individual mentorship,
and educational programs (Johnsen et al., 2005; Segal & Hayes, 2016; Whitecraft et al.,
2005).
Research has shown how consumers with various mental health difficulties and their
carers can benefit from mutual support and peer-run programs. In a review on mutual support
groups, two randomised control trials (RCTs) showed equivalent outcomes for mutual
support groups and professional psychological services (Pistrang et al., 2008). Mutual
support groups were associated with increased wellbeing, increased medication adherence,
and reduced psychological distress. Consumers describe benefitting from mutual support
groups because they have a sense of control over what happens in the group, are able to share
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knowledge and experiences, receive emotional support, and learn social skills (Seebohm et
al., 2013). Despite these benefits, several barriers prevent people from attending mutual
support programs, including unreadiness for change, social anxiety, feeling powerless, and
limited referrals and funding (Donovan et al., 2013; Seebohm et al., 2013). Markowitz (2015)
suggests that consumers with lower symptomatology and higher quality of life are more
motivated and likely to attend mutual support groups.
Compared with mutual support programs, independent peer-run programs may
provide consumers with more structured and consistent support (Davidson et al., 1999). Two
RCTs comparing peer-run programs to treatment as usual found no significant differences
between the groups on measures of quality of life and empowerment, although the peer-run
services showed increases for participants with these measures over time (Rogers et al., 2007;
Salzer et al., 2016). Consumers with various mental health problems attending a peer-run
program described finding a sense of community, learning practical skills, and how sharing
their personal experiences helped them understand their mental illness (Coniglio et al., 2012).
Although referrals to peer-run programs are increasing (Hodges, 2018), professionals may
not know of local peer-run programs to refer to (Hardiman, 2007). Further, individuals who
attend peer-run programs may have higher functioning as indicated by a mood disorder
diagnosis, recent employment, or high school completion (Goering et al., 2006). Therefore,
despite potential positive outcomes from involvement in mutual support and peer-run
services, these programs may not be accessed by consumers with more complex mental
health problems, such as BPD. Providing the option for consumers with BPD to receive peer
support within conventional mental health services may increase peer support accessibility
for this population. For example, peer workers who work in mental health services may
connect with consumers with BPD and their carers as they present to services and discuss
with consumers and carers the peer support services that are available to them.
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1.10 Employing Peer Workers Within Mental Health Services
Increasingly, peer workers are being employed within mental health services (Rogers,
2017). There are various models of peer support that peer workers within mental health
services may deliver, including individual support or family support (Hardy et al., 2019).
Peer workers employed within mental health services can have diverse roles. Some consumer
peer workers have been hired to take conventional roles within mental health services
(Davidson et al., 2012; King & Simmons, 2018; Pitt et al., 2013). Consumer peer workers
may deliver psychological education and skills (Cook et al., 2012), and perform case
management (Pitt et al., 2013). Consumer peer workers may also provide emotional support,
including phone check-ins, social support, including connecting consumers with community
groups, and instrumental support, including giving information about treatment options
(Jacobson et al., 2012; Pantridge et al., 2016). Some peer workers are involved in
administrative and clinical tasks, including risk assessment and note writing (Holley et al.,
2015; Jacobson et al., 2012; Scott & Doughty, 2012). Other roles taken by peer workers are
less conventional, including advocating for consumers during meetings with clinicians and
helping consumers navigate the mental health system (Gidugu et al., 2015; Jacobson et al.,
2012; Pitt et al., 2013). Consumer peer workers may co-facilitate support groups, open
dialogue sessions, art activities, and therapy groups (Bellingham et al., 2018; Gillard et al.,
2013; Jacobson et al., 2012; Razzaque & Stockmann, 2016) and provide one-on-one support
and mentoring (Davidson et al., 2012; Mahlke et al., 2017). One of the main roles of peer
workers is sharing their lived experiences with people they support, including mental health
recovery narratives (Ng et al., 2019; Rennick-Egglestone, Morgan, et al., 2019). Borkman
(1976) suggests that peer workers offer a distinct type of support called experiential
knowledge, which is information obtained through personal experiences. Borkman
acknowledges that clinicians may also have experiential knowledge.
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Research shows that many clinicians have lived experience of mental health
problems, and some disclose their experiences to consumers. In a survey of 98 clinicians,
40% of participants had experienced mental illness (Edwards & Crisp, 2017). Marsha
Linehan, the developer of DBT, has lived experience of mental health problems (Carey,
2011). In the eating disorder field, it is relatively common for therapists to have lived
experience of eating disorder (Barbarich, 2002; Bloomgarden et al., 2003; Warren et al.,
2013). In one study, the majority of non-peer staff within a community mental health service
had lived experience of mental illness, although they differentiated themselves from
consumer peer workers because sharing their lived experience was not part of their role (Gray
et al., 2017).
Therefore, clinicians may have lived experience of mental health problems, but their
role may not involve sharing their lived experience with consumers. Thus, several aspects of
peer support make it unique, compared with other forms of mental health support (Davidson
et al., 2012). Peer workers disclose their lived experience, role model how to manage
difficulties and engage in daily life, and build unique relationships with the person they
support based on mutual understanding (Davidson et al., 2012; Solomon, 2004). Interviews
with managers at multiple mental health services viewed the contributions of consumer peer
workers as unique due to their lived experience perspective, even when consumer peer
workers perform tasks similar to other staff (Gillard, Holley, et al., 2015). Despite the
differences between the peer worker role and clinician role, some researchers argue that the
peer worker role in mental health settings takes away from the unique aspects of peer support
(Murphy & Higgins, 2018). The following section will outline the controversies involved in
the formalisation of peer support.
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1.11 Peer Support Controversies and Challenges
The formalisation of peer support has resulted in a controversy regarding whether
formalised peer support should still be classified as peer support. While some researchers and
stakeholders believe that formal, salaried peer support is an important way to support
consumers (e.g., Gillard & Holley, 2014), other researchers and stakeholders claim that
formalising peer support takes away from the unique aspects of volunteer peer support and
therefore is not peer support (e.g., Murphy & Higgins, 2018). The latter group suggests that
peer workers who take on conventional clinical roles are not delivering peer support
(Davidson et al., 2006). Further, it is argued that when peer support is formalised and a peer
worker who is further in recovery provides a service to a consumer, the reciprocal, two-way
interactions within peer support no longer exist (Murphy & Higgins, 2018). For example,
Mead’s (2014) model of intentional peer support (IPS) proposes that peer support is a
relationship where both people learn and grow through a give and take process without
hierarchical differences in status. IPS involves purposeful relationships where people are able
to think about their experiences and explore new things in a community relationship, rather
than a service relationship. In addition, Adams (2020) describes how the formalisation of
peer support has changed the nature of peer support in that peer workers are becoming ‘mini
clinicians’ and have less autonomy regarding how their time is spent. Some consumers
believe that peer support is a natural, informal process and that formalised peer support is not
peer support because it takes away the equality in the relationship (Faulkner & Basset, 2012).
However, other consumers appreciate the formalisation of peer support, describing how
formalisation explicitly values and validates the work of peer workers. Further, some
consumer peer workers view the formalisation of peer work as advantageous due to increased
credibility and acceptance of their role (Cleary, Raeburn, Escott, et al., 2018). Therefore,
conflicting views exist regarding the formalisation of peer support.
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In addition, researchers suggest that there are several challenges involved in
maintaining the uniqueness of peer support in mental health services (Gillard et al., 2017).
Employing peer workers can create a power imbalance in the relationship between peer
workers and the person they are supporting. Providing peer support training can formalise the
role, and may require peer workers to tell their story, rather than having authentic
interactions. Organisational culture can also make peer workers move away from their
values, such as the mental health team requiring peer workers to write notes even if this is
against the peer worker’s values. In addition, referring people to peer support services can
limit a person’s choice and control to engage with peer support. Finally, if the role of peer
workers is not clear to the mental health team, peer workers can feel unsupported and their
lived experience expertise may not be utilised appropriately (Gillard et al., 2017). Table 1
outlines the positive and negative features of volunteer and paid peer worker roles. The
opposing views regarding the formalisation of peer support and the challenges involved in
ensuring peer support is differentiated from other forms of support has resulted in the
development of values and principles of peer support.

Table 1
The Positive and Negative Features of Volunteer and Paid Peer Worker Roles

Volunteer Peer
Worker Roles

Positive Features
• Peer support values and
principles, such as
mutuality and reciprocity,
may be easier to uphold
(Mead & MacNeil, 2006;
O’Hagan et al., 2009).
• Peer workers have choice
and autonomy in how they
spend their time and what
they do with consumers
(Mead & MacNeil, 2006;
Murphy & Higgins, 2018).

Negative Features
• Peer workers may feel
undervalued due to not receiving
monetary compensation
(Lammers et al., 2022; von Peter
et al., 2021).
• Consumers may not know how
to access volunteer peer workers
because they are not clearly
placed within mental health
services (MacLellan et al., 2015;
Shalaby & Agyapong, 2020).
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•

•

Paid Peer Worker
Roles

•

•

•

•

•

Interactions between peer
workers and consumers
may be more authentic due
to absence of
organisational requirements
(Adams, 2020; Mead &
MacNeil, 2006; Murphy &
Higgins, 2018).
The titles of ‘peer worker’
and ‘consumer’ may not
necessarily be used,
reducing power imbalance
(Gillard et al., 2017).
Consumers can choose how
they want to engage with
peer support, without
restrictions of referrals
(Murphy & Higgins, 2018).
Peer workers may feel
valued when receiving
monetary compensation
(Lammers et al., 2022; von
Peter et al., 2021).
Employment of peer
workers may show
validation and credibility of
the peer worker role
(Cleary, Raeburn, Escott, et
al., 2018).
Consumers may be able to
access peer support more
easily because peer
workers are within mental
health services (MacLellan
et al., 2015; Shalaby &
Agyapong, 2020).
Peer workers may be able
to influence the
development of mental
health services by
providing lived experience
expertise (Byrne et al.,
2018; Hurley et al., 2018).
Peer workers may be able
to interact with clinicians
and may positively
influence how clinicians
work with consumers

34
•

Due to separation from mental
health services, peer workers
may have less influence on the
development of services and
how clinicians work with
consumers (MacLellan et al.,
2015; Shalaby & Agyapong,
2020).

•

A power imbalance may exist
between peer workers and
consumers due to the title of
‘peer worker’(Gillard et al.,
2017).
Reciprocal interactions may be
lessened due to peer workers
being the providers of a service
and consumers being the
receivers of the service (Gillard
et al., 2017; Murphy & Higgins,
2018).
Authentic interactions between
consumers and peer workers
may be hindered due to formal
training and role requirements to
share their experiences (Gillard
et al., 2017).
Peer workers may need to adhere
to organisational policies, such
as note writing, which may go
against their desires or values
(Gillard et al., 2017; Gillard,
Holley, et al., 2015; Holley et
al., 2015).
As an employee, peer workers
may have less autonomy
regarding how their time is spent
(Gillard et al., 2017; Murphy &
Higgins, 2018).

•

•

•

•
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•

Referrals to peer workers may
limit a consumer’s choice and
control within peer interactions
(Murphy & Higgins, 2018).
When the peer worker role is
unclear to the mental health
team, the lived experience
expertise of peer workers may
not be utilised appropriately and
may be tokenistic (Byrne et al.,
2018; Otte et al., 2020).

1.12 Peer Support Values and Principles
Researchers have outlined several values of peer support including mutuality where
both people in a peer relationship support one another, equal power in the relationship where
consumers have choice and are treated with a holistic approach, and mutual responsibility
where both members in the peer relationship learn from one another and attempt to
understand each other’s perspectives, rather than one person assessing or evaluating the other
(Billsborough et al., 2017; Mead & MacNeil, 2006; O’Hagan et al., 2009). Other peer support
values include physical and emotional safety, choice and control, including control over
whether and how long to engage in peer support, human connection based on common
experiences which can help individuals feel understood, supported, and included, and the
freedom to be oneself without fear of judgement (Billsborough et al., 2017). Peer workers are
also expected to be guided by acceptance and understanding of others by taking a nonjudgemental approach, and to share the responsibility of recovery with those they support by
working collaboratively (Stratford et al., 2017).
Peer support principles have been developed to maintain the values of peer support.
While peer support values highlight how peer support is distinct from other disciplines, peer
support principles inform practice and research, including the implementation of peer support
in mental health services (Gillard et al., 2017). The principles propose that peer support
involves safe relationships founded on shared lived experience, empowering people to be
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agents of their own recovery, mutuality and reciprocity, the recognition and value of
experiential knowledge, choice and control for peer workers in the way they provide support,
and empowering peer workers to use their strengths and find support through other peer
workers and the community (Gillard et al., 2017; Stratford et al., 2017).
Peer support values and principles may help differentiate the support provided by peer
workers from the support of clinicians. However, the extent to which these values and
principles can be upheld when peer workers are in formalised, paid positions remains an issue
(Otte et al., 2020). The nature of a formal peer worker role and organisational policies may
impede a peer worker’s ability to have authentic, reciprocal, non-hierarchical interactions
with consumers and may limit their choice and control in their work.
1.13 Maintaining Peer Support Values and Principles in Peer Support Research
In a systematic review of peer support, King and Simmons (2018) recognised that the
role of peer workers may be to help consumers live meaningful lives rather than reducing
symptoms, making the sole use of clinical measures to evaluate peer work problematic. The
authors recommended that future studies on peer support focus on mechanisms of change,
use appropriate outcome measures that align with peer support values, and investigate the
influence of peer support on the recovery orientation of organisations.
Further, multiple researchers suggest that peer support interventions are often
assessed like other mental health interventions, without considering the unique, complex
qualities of peer support, including mutuality and reciprocity (Gillard, 2019; Gillard et al.,
2021; Walker & Peterson, 2021). The authors suggest that researchers should consider how
they evaluate peer support, to ensure that the methodology aligns with peer support values.
Therefore, it is recommended that peer support is measured as a social intervention, and that
evaluations of peer support aim to understand what makes peer support unique from other
services.
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1.14 A Review of the Impact of Peer Support on Mental Health Recovery
Various quantitative studies have investigated the effect of peer support on consumer
outcomes. A Cochrane systematic review examined 11 RCTs on peer support for consumers
with mood or psychotic disorders (Pitt et al., 2013). When consumer peer workers were
compared with clinicians who held the same position, such as case managers, no differences
were found in consumer psychological symptoms, social outcomes, or satisfaction. When
usual care alone was compared with peer support interventions as an adjunct to usual care,
such as advocacy, no differences were found for consumer psychosocial outcomes, including
quality of life and empowerment, hospital use, or satisfaction. The authors determined that
there are no benefits or harms involved in peer support interventions and that there were no
differences in consumer outcomes when care was provided by consumer peer workers or
clinicians.
Expanding on the review by Pitt et al., Chinman et al. (2014) conducted a review on
20 studies on peer support for consumers with psychotic disorders or bipolar disorder. When
peer support services were compared with traditional services alone, evidence was mixed on
whether consumer peer workers were more effective in improving consumer outcomes.
When consumer peer workers were added to usual services, eight out of 13 studies showed
positive consumer outcomes. Studies which examined peer workers delivering curricula, such
as a self-management program, found consistent benefits in the services; however, it was
unclear whether the beneficial outcomes were attributed to the consumer peer worker
delivery or to the curricula. The review concluded that although there are positive findings
regarding peer support interventions, the quality of evidence needs to be improved and the
unique contributions of consumer peer workers need to be identified.
In addition, a systematic review and meta-analysis was conducted to investigate the
effects of peer support interventions for consumers with psychotic disorders or bipolar
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disorder (Lloyd-Evans et al., 2014). Eleven studies were included which assessed peer
support interventions, such as advocacy, befriending, and skill based manualised programs.
Inconsistent evidence was found for hospital admissions and psychiatric symptoms, and only
small effects were found on hope and recovery. Three studies on peer delivered interventions
were examined where consumer peer workers were hired as case managers. Evidence in all of
these studies regarding consumer outcomes was low or unable to be analysed. Therefore, the
authors concluded that the effectiveness of peer support for individuals with severe mental
illnesses has limited evidence.
More recently, King and Simmons (2018) conducted a systematic review of 37
studies on peer support for consumers with mental health problems. In the majority of
studies, peer support was shown to improve consumer activation, self-efficacy,
empowerment, and hope. However, studies were less likely to show improvements in
symptom severity, overall functioning, quality of life, social inclusion, and service use.
Another systematic review of 13 RCTs evaluated the effects of peer support for consumers
with schizophrenia and other serious mental illnesses (Chien et al., 2019). Overall, there were
no differences between peer support and usual care on hospital admission and emergency
care services. Psychiatric symptoms and health outcomes were mixed, including no
differences compared with the control group, or the control group having greater effects.
Empowerment, hope, recovery, quality of life, and self-esteem did not clearly differ between
the peer support and treatment as usual groups. Therefore, this review shows low quality
evidence for peer support, and concludes that further research is required to determine its
efficacy.
A systematic review and meta-analysis of one-to-one peer support by White et al.
(2020) reported on 19 RCTs which mainly focused on people with psychosis or mood
disorders. One study included consumers with BPD. Results showed a recent shift in studies
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where peer workers no longer performed similar tasks to other mental health workers and
instead provided adjunctive behavioural or social support. For most outcomes, this study
found no differences between peer support and control groups. Empowerment and recovery
were shown to have modest, statistically significant effects. Working alliance was not
statistically significant, although outcomes were comparable to empowerment and recovery
when the small sample size was accounted for. Despite inclusion of consumers with BPD in
one study, this review did not specifically discuss outcomes regarding peer support for BPD.
In addition, a systematic review and meta-analysis of group peer support interventions
for people with mental health conditions synthesised findings from 8 RCTs where groups
were solely delivered by a peer worker (Lyons et al., 2021). Results showed strong evidence
of group peer interventions having a small effect on recovery. In line with previous research,
other consumer outcomes (e.g., quality of life, psychiatric symptoms, hope) showed mixed
findings. The authors suggested that the lack of conclusive evidence on these outcomes was
partly due to the low amount of studies included. Further, although personality disorders were
included in the search criteria, no studies included participants with BPD.
Taken together, the current available evidence regarding peer support for consumer
outcomes shows that peer support does not treat mental illness. There is mixed evidence on
whether peer support can improve some consumer outcome measures such as quality of life.
Some studies found that peer support increased consumer hope and overall recovery,
although more evidence is required. In addition, the aforementioned studies suggest that
consumer outcomes are similar when support is provided by peer workers or clinicians, and
the unique contributions of peer workers are not pronounced.
1.15 A Review of the Impact of Peer Support on Carer Outcomes
While many quantitative peer support studies have investigated consumer outcomes,
quantitative studies have also been conducted on peer support for carers. The Family-to-
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Family Education (FTF) Program is a peer-run program which provides psychological
education to carers who support a consumer with mental illness (Dixon et al., 2004, 2011;
Schiffman et al., 2015). Studies evaluating carer outcomes following the FTF program show
that carers report lower distress and anxiety, more positive attitudes towards their carer role
and greater problem solving abilities. Further, Family Connections is a psychological
education group for carers supporting a consumer with BPD which is facilitated by clinicians
or carer peer workers (Hoffman et al., 2005, 2007; Liljedahl et al., 2019). After attending
Family Connections, carers report decreased distress, depression and grief, and increased
skill mastery and family functioning. However, it is unclear if the clinicians, carer peer
workers or support from other carers in these groups contribute to positive outcomes.
The following sections will discuss qualitative research in mental health and outline
qualitative studies on peer support which illustrate the perspectives of consumers, carers, peer
workers, and clinicians.
1.16 Qualitative Research in Mental Health
Qualitative studies explore, describe, or explain social life, and can uncover the
meanings that people attribute to certain events (Leavy, 2014). In mental health services,
qualitative methods can provide an in-depth understanding of the process of interventions,
including highlighting benefits or limitations that may not otherwise be apparent (Palinkas,
2014). In addition, qualitative research can be important during the initial research stages of a
novel topic area to provide an understanding of the topic and relevant theory to inform
hypotheses. Qualitative research has provided unique contributions to the field of mental
health, including understanding how consumers perceive recovery and experience stigma
(Gewurtz et al., 2016). Galasiński (2021) argues for more qualitative research in psychiatry
due to the qualitative nature of the therapeutic encounter and the complexity of mental health
problems that cannot be restricted to quantitative methods. Further, Galasiński suggests that
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qualitative research can provide information on clinical matters in the real world. Therefore,
research suggests that qualitative methods may be important for mental health research,
particularly when a new phenonmenon is under investigation. An examination of qualitative
research may highlight the unique support peer workers provide.
1.17 Benefits and Challenges Experienced by Consumers Receiving Peer Support
Multiple qualitative studies have gathered the perspectives of consumers, consumer
peer workers, and clinicians to investigate how peer support influences consumers with
mental health problems. Consumers interviewed following hospital discharge described how
the consumer peer worker's lived experience and use of non-medicalised language helped
them feel understood and develop a trusting relationship (Lawn et al., 2008). Faulkner and
Basset (2012) conducted group discussions with 52 consumers who received peer support,
reporting consumers described feeling truly understood and reassured that others had similar
experiences. When consumer peer workers disclose personal experiences and interests,
consumers can feel understood, human, and not defined by a psychiatric diagnosis, in
contrast to feeling that some professionals may not fully understand them (Bailie et al.,
2016). In another study, consumers, consumer peer workers, and clinicians shared how
consumer experiences that may be misunderstood by non-peer staff can be understood by
consumer peer workers due to their lived experience (Oborn et al., 2019).
Studies demonstrate how some consumers describe feeling more safe and comfortable
with consumer peer workers (Scanlan et al., 2017), enabling them to share more easily and
build quicker and stronger rapport with consumer peer workers compared with clinicians
(Bailie et al., 2016; Jones et al., 2013; Walker & Bryant, 2013). Interviews with consumers
regarding their experiences of group therapy led by consumer peer workers versus clinicians
showed that the genuine, non-judgemental approach and similar experiences of consumer
peer workers allowed consumers to share more honestly and experience more support and
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connection (Pallaveshi et al., 2014). Following a post-discharge peer support service,
interviews with 17 consumers showed that the lived experience of consumer peer workers
supported consumers as they transitioned into the community by helping them feel
comfortable and connected (Scanlan et al., 2017). From the perspectives of consumers,
consumer peer workers, and non-peer staff, the lived experience of consumer peer workers
may enable them to build trust and rapport with consumers (Gray et al., 2017; Oborn et al.,
2019; Walsh et al., 2018). For example, the similar experiences and validation shared by
consumer peer workers can help foster relationships with consumers (Gillard, Gibson, et al.,
2015). Consumer peer workers have been described as having a different relationship with
consumers compared with non-peer staff due to their ability to develop a personal connection
with less restricted boundaries (Gray et al., 2017).
In some studies, consumers describe how consumer peer workers provide them with
practical skills and encouragement, including encouragement to take personal responsibility
for their recovery and to become aware of their symptoms, triggers, and warning signs
(Faulkner & Basset, 2012; Jones et al., 2013). Following discharge from psychiatric
hospitalisation, consumers described receiving practical help from consumer peer workers
including assistance with household chores (Scanlan et al., 2017). Further, clinicians
recognise that consumer peer workers have practical knowledge regarding service use which
can benefit consumers (Byrne et al., 2018).
Consumers may also experience hope from interacting with consumer peer workers
and hearing recovery narratives (Bailie et al., 2016; Jones et al., 2013; Walker & Bryant,
2013; Walsh et al., 2018). Interviews with consumer peer workers, consumers, managers, and
non-peer colleagues showed how consumer peer workers were able to generate hope by role
modelling recovery and healthy social functioning (Gillard, Gibson, et al., 2015). Participants
also acknowledged how consumer peer workers challenged self-stigma through the normality
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of their role. Interviews with managers and clinicians showed that they view consumer peer
workers as role models of recovery with the ability to provide consumers with hope (Byrne et
al., 2018; Chinman et al., 2006) and empowerment to change (Collins et al., 2016).
However, some studies describe challenges experienced by consumers who receive
peer support. Consumers have experienced consumer peer workers as less motivated to help
them and less skilled compared with clinicians (Pallaveshi et al., 2014). Challenges are also
experienced when a consumer’s relationship with a consumer peer worker ends and when
consumers do not want to share their distress to protect the consumer peer worker’s
wellbeing (Bailie et al., 2016). Consumers have also experienced challenges when consumer
peer workers are not open to various paths of recovery, when they do not have the
opportunity to choose their peer worker, or when peer workers are bound by organisational
policies (Fallin-Bennett et al., 2020; Ogundipe et al., 2019).
Therefore, research shows how peer support may be beneficial to consumers for
various reasons, including allowing consumers to feel more comfortable due to shared
experiences, and providing consumers with hope for recovery. However, peer support may
also be challenging for consumers, such as difficulties when the peer relationship ends or
when peer workers have poor interpersonal skills. The positive and negative aspects of the
peer worker role compared with the clinician role are outlined in Table 2. Despite multiple
studies showcasing the benefits and challenges of peer support for consumers, evidence is
missing regarding consumers with BPD.
Table 2
The Positive and Negative Features of the Peer Worker and Clinician Roles

Peer Worker

Positive Features
• A peer worker’s lived
experience may help
consumers feel understood
(Gillard, Gibson, et al.,

Negative Features
• Consumers may experience peer
workers as less skilled than
clinicians (Pallaveshi et al.,
2014).
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Clinician

•
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2015; Pallaveshi et al.,
2014; Scholz et al., 2018).
Rapport and trust may be
built with consumers due to
the peer worker’s lived
experience (Bailie et al.,
2016; Jones et al., 2013;
Walker & Bryant, 2013).
Peer workers may have less
boundaries in their
relationship with
consumers which may
facilitate a more personal
connection with consumers
(Gray et al., 2017).
Peer workers may provide
skills and knowledge about
the mental health system to
consumers based on their
own experiences (Byrne et
al., 2018; Faulkner &
Basset, 2012; Jones et al.,
2013).
Hope may be provided by
peer workers through rolemodelling and sharing
recovery narratives (Bailie
et al., 2016; Walker &
Bryant, 2013; Walsh et al.,
2018).
Peer workers may develop
skills through their role,
such as interpersonal skills
(MacLellan et al., 2015;
Moran et al., 2012).
Peer workers may find
meaning in using their
lived experience to help
consumers (Faulkner &
Basset, 2012; MacLellan et
al., 2015).
Peer workers may gain
skills for their own
recovery when interacting
with consumers (Moran et
al., 2012).

•

A clinician’s empathy and
training may help

•

•

•

•

•

•

•

•

•

Peer workers may have
difficulty establishing
boundaries with consumers,
which may lead to negative
emotions for consumers and peer
workers (Kemp & Henderson,
2012; MacLellan et al., 2015).
Consumers may be worried
about distressing peer workers
and withhold information from
them (Bailie et al., 2016).
Peer workers may not be open to
alternative paths of recovery
compared with their own (FallinBennett et al., 2020; Ogundipe et
al., 2019).
Peer workers may be reluctant to
breach confidentiality regarding
consumer risk (Holley et al.,
2015).
Peer workers may experience
distress when consumers share
similar experiences (Moran et
al., 2013; Otte et al., 2020;
Wilson et al., 2018).
Peer workers may have
difficulty assisting consumers
when they are working through
their own difficulties.
Peer workers may be treated
negatively by clinicians, such as
clinicians negating their views
(Moran et al., 2013; Otte et al.,
2020; Simpson et al., 2018).
Peer workers may experience
low pay, low working hours and
limited career opportunities
(Walker & Bryant, 2013).
Hiring peer workers may be
tokenistic in some organisations
(Byrne et al., 2018).

Clinicians may be insensitive,
leaving consumers feeling
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•

•

•

•

consumers feel understood
(Anderson & Perlman,
2019; Lamont & Dickens,
2019).
Rapport and trust may be
built with consumers due to
a clinician’s empathy and
interpersonal skills
(Anderson & Perlman,
2019; Lamont & Dickens,
2019).
Clinicians may have clear
boundaries which help
consumers know what to
expect (Speight, 2012).
Clinicians may provide
skills and referrals to
consumers based on their
professional knowledge
(Evershed, 2011).
Hope may be provided by
clinicians who inform
consumers that recovery is
possible (Larsen et al.,
2013).
Consumers may be willing
to share information with
clinicians knowing that
they are trained to work
with consumer distress
(Blanchard & Farber,
2020).
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•

•

•

•

uncared for and not understood
(Ellis et al., 2018).
Clinicians may have rigid
boundaries which reduce
authentic, personal connection
with consumers (Ackerman &
Hilsenroth, 2001; Anderson et
al., 2022).
Hope may not be provided by
clinicians who do not believe
that recovery is possible (Milton
& Mullan, 2015).
Clinicians may have lived
experience of mental health
difficulties and experience
distress when consumers share
similar experiences (Spiers et al.,
2016).
Clinicians may have difficulty
assisting consumers when they
are working through their own
difficulties (Bearse et al., 2013).

1.18 Carer Perspectives on Peer Support for Carers
Several studies investigate peer support for carers who support consumers with
mental health problems. Through surveys regarding a peer support group for carers
supporting consumers with psychosis, carers reported that the group helped them learn about
psychosis, the healthcare system, and how to respond better to the person they support
(Levasseur et al., 2019). Carers also expressed how they learned to practise self-care, and
received emotional support through the peer support groups.
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Interviews were conducted with 20 carers of consumers with mental illnesses
regarding their experiences of receiving support from a carer peer worker (Visa & Harvey,
2018). Carers received support either in person or over the phone, including advocacy,
emotional support, financial advice, practical advice, and referrals. Carers appreciated the
emotional support they were provided, including feeling reassured, being able to vent, and
being listened to. Further, carers experienced hope and empowerment through their
commonalities with the peer worker, including feeling hopeful that the person they support
could recover, and feeling less alone. Interviews also showed that carers valued practical
support, such as information on their loved one's mental health problem, and referrals to
mental health services. However, some carers described how carer peer support did not meet
their needs because they did not have time to engage or they thought support for themselves
was unnecessary.
A mentalisation based family and friends support group that provides psychological
education and peer support for people supporting consumers with personality disorder was
evaluated by seven carers (Radcliffe & Cilasun, 2019). Carers reported increased wellbeing
and better relationships with others, including with the person they support. Carers valued
receiving support from others with shared experiences and learning about mentalisation,
personality disorder, and effective ways to communicate.
Overall, qualitative evidence suggests that carers may benefit from peer support in
multiple ways. However, limited knowledge exists regarding benefits for carers who support
consumers with BPD.
1.19 Challenges Experienced by Consumer Peer Workers
Research indicates that consumer peer workers may experience various challenges in
their role. Consumer peer workers may experience difficulties setting boundaries with
consumers, such as knowing what and when to self-disclose, particularly when they transition
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from being a consumer to a consumer peer worker (Kemp & Henderson, 2012; MacLellan et
al., 2015; Mowbray et al., 1998). In addition, when boundaries are not appropriately
established, consumer peer workers may experience negative emotions, and support is not
always provided to help them with these issues (Gillard et al., 2013). Consumer peer workers
may be reluctant to breach confidentiality when they are required to report instances where
consumers are at risk to themselves or others (Holley et al., 2015). Various studies
recommend that appropriate training and supervision is available to support consumer peer
workers with boundary setting (Faulkner & Basset, 2012; Holley et al., 2015; Moran et al.,
2013).
Interacting with consumers may also challenge the mental health of consumer peer
workers. For example, consumer peer workers may become distressed after hearing negative
consumer experiences, and may experience burn out and stress from challenging work
conditions (Moran et al., 2013). Consumer peer workers and non-peer staff describe a risk of
peer workers being triggered by their work with consumers because of their similar
experiences (Gray et al., 2017; Holley et al., 2015; Otte et al., 2020; Wilson et al., 2018). In
addition, peer workers may experience difficulty assisting others when they are experiencing
mental health problems (Holley et al., 2015). Peer workers may be inappropriately treated by
staff when they become unwell, and attempt to hide their symptoms in fear of losing their job
(Mancini, 2018; Wilson et al., 2018). To manage risks for consumer peer workers,
recommendations have been made including providing supervision and accommodations,
such as altering the sickness policy for peer workers (Holley et al., 2015).
Additionally, peer workers may experience challenges in workplaces that are not
recovery oriented. Interviews with eight managers and eight consumer peer workers at
multiple organisations found that consumer peer workers experience difficulties adhering to
organisation policies which go against consumer autonomy, including requirements to stop
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working with a consumer when this is against the consumer’s desires (Siantz et al., 2017). In
a study by Byrne, Happell, and Reid-Searl (2016), consumer peer workers described how
organisations which adhered to the medical model held the dominant belief that consumers
will not recover, limiting the role of consumer peer workers. Consumer peer workers may
also experience power imbalances with clinicians, and conflicts between advocating for
consumers and management expectations (Cleary, Raeburn, Escott, et al., 2018). In addition,
risk management practices outlined by services may not align with the lived experience of
consumer peer workers (Holley et al., 2015). Hurley and colleagues (2018) found that even in
recovery based programs, consumer peer workers can have unclear roles and negative
experiences, such as not being valued by other staff members.
Consumer peer workers may also experience mistreatment from other staff and
clinicians. Some consumer peer workers experience exclusion and prejudice, including
clinicians negating their views (Moran et al., 2013), being treated like consumers rather than
colleagues (Otte et al., 2020), and not being invited to staff events (Mancini, 2018). In a
hospital discharge service, some consumer peer workers were ignored by non-peer staff
(Simpson et al., 2018). It has been suggested that clinicians do not know how to interact with
consumer peer workers because they do not fit into the category of ‘consumer’ or
‘professional,’ which negatively impacts consumer peer workers (Gillard et al., 2013;
Simpson et al., 2018). For example, clinicians may not know how to differentiate consumer
peer workers from consumers and interact with them inappropriately, such as asking them to
disclose their diagnosis or being surprised when they complete good work (Asad & Chreim,
2016). During interviews with consumer peer workers, all consumer peer workers described
how they often encountered stigma and discrimination in their role, particularly in
government organisations (Byrne et al., 2019). When consumer peer workers are not
accepted by clinicians, it may make them feel like outsiders (Byrne et al., 2019; MacLellan et
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al., 2015), and they may experience difficulties responding to mistreatment from clinicians
(Byrne et al., 2019; Sinclair, 2018). In addition, peer workers challenging staff language or
practices is not always welcomed by staff, which may result in the harassment of consumer
peer workers (Mancini, 2018). Moreover, clinicians may provide peer workers with menial
tasks that do not align with peer support values (Asad & Chreim, 2016; Rebeiro Gruhl et al.,
2016). Peer workers have described challenges such as not having time to do tasks such as
one-on-one mentorship, having unclear responsibilities, and not having autonomy from
supervisors (Moran et al., 2013). In addition, a meta-synthesis of peer support showed that
peer workers experienced low pay and not enough working hours (Walker & Bryant, 2013).
Challenges that are experienced by consumer peer workers may reflect workplace and
institutional settings where the peer worker role is unclear or not accepted by clinicians. A
systematic review of 53 studies investigated the implementation of peer support in mental
health settings, and found various barriers to implementation, including organisational
cultures based on risk aversion with little recovery orientation (Ibrahim et al., 2019). In a
survey of 394 consumer peer workers, less than 50% of consumer peer workers reported that
non-peer staff were educated about their role (Lapidos et al., 2018). Through interviews with
12 peer workers, Asad and Chreim (2016) found that consumer peer workers described how
their role was unclear to the mental health team, how their role was viewed by some
professionals as non-essential, and how they were misunderstood and required to justify their
position. Further, by interviewing consumers, consumer peer workers, and non-peer staff,
Gillard and colleagues (2013) found that many consumer peer workers did not feel part of the
mental health team. Some non-peer staff were resistant to the introduction of consumer peer
workers out of fear that peer workers would replace their positions. In clinical settings,
consumer peer workers found it difficult to engage in team meetings due to a lack of
knowledge. In addition, Gillard and colleagues (2015) interviewed consumer peer workers,
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consumers, and managers at ten organisations and found that problems were discussed
regarding ambiguity of the consumer peer worker role, including consumer peer workers
performing the same tasks as non-peer workers and hesitancy in organisational cultures to
accept the consumer peer worker role. Through interviews and focus groups, consumer peer
workers, supervisors, and consumers described how the role of consumer peer workers is
often unclear to staff and consumers and how a consumer peer worker’s skills are not
appropriately utilised (Cabral et al., 2014). Interviews with 11 psychiatrists indicate they
were unclear how consumer peer workers were different from support workers, and
difficulties were experienced when consumer peer workers had previously used services at
the organisation (Collins et al., 2016). Through interviews with 19 managers, caseworkers,
and consumer peer workers, non-peer staff expressed a limited understanding of peer support,
and participants described how the value of peer workers within organisations was not always
recognised (Gray, Davies, & Butcher, 2017). One study investigated the experiences of 23
peer workers and 11 social workers regarding peer integration into traditional mental health
services (Mancini, 2018). All consumer peer workers thought that having clear role
descriptions was essential for peer workers to be integrated into mental health services.
Consumer peer workers described the importance of autonomy in delivering peer services,
such as not being micromanaged by supervisors. Many social workers reported not having
information about what the consumer peer worker’s role was, and perceived themselves as
having more authority than peer workers regarding consumer treatment (Mancini, 2018).
Interviews with ten non-peer staff showed that some staff recognise that organisational
culture needs to change to support consumer peer workers and that peer workers need to be
valued like other professionals on the team (Kilpatrick et al., 2017). Managers in mental
health services also acknowledge that the peer worker role is undervalued and tokenistic in
some organisations (Byrne et al., 2018). According to managers, practical strategies to
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support consumer peer workers may include thoughtful recruitment, making appropriate
accommodations for peer workers, and providing adequate supervision.
In summary, consumer peer workers may experience various challenges in their role.
According to multiple studies, these challenges may be addressed by defining the peer
worker role to the mental health team and differentiating the peer worker role from clinician
roles. In addition, the challenges may be reduced by providing sufficient support to consumer
peer workers, including ensuring organisations are recovery oriented and understand the
value of peer workers prior to peer workers being introduced, and providing adequate
supervision and training for peer workers. It remains unclear what challenges consumer peer
workers with lived experience of BPD may encounter and how these challenges may be
addressed. Despite the challenges faced by consumer peer workers with various mental health
challenges, benefits can also be experienced.
1.20 Benefits Experienced by Consumer Peer Workers
Research shows that consumer peer workers may benefit from their role. In a survey
of 253 consumer peer workers, 87% of consumer peer workers reported improved recovery
through being a peer worker (Johnson et al., 2014). Through surveys completed by 594
consumer peer workers, over 85% of participants reported benefitting from helping others
through their role (Cronise et al., 2016). When 147 consumer peer workers were surveyed,
participants reported almost two times as many benefits compared with difficulties regarding
their role (Burke et al., 2018). Benefits reported by over 95% of the sample included
enjoyment of a challenging role, personal growth, and having a meaningful occupation.
Through their role, consumer peer workers may develop their interpersonal, writing,
and communication skills (Moran et al., 2012; Mowbray et al., 1998), and their role may be a
first step for them to re-enter the workforce (MacLellan et al., 2015). Clinicians and
consumer peer workers describe how peer work may encourage peer workers to pursue
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further education and career goals (Collins et al., 2016; Moran et al., 2012; Salzer & Shear,
2002; Walker & Bryant, 2013). Increased self-esteem, self-awareness, confidence, and social
networks may be experienced by consumer peer workers through their role (MacLellan et al.,
2015; Mowbray et al., 1998; Walker & Bryant, 2013).
In addition, consumer peer workers may benefit from using their difficult experiences
to support others (Faulkner & Basset, 2012). When consumer peer workers share their
experiences with consumers, research shows that they may find meaning in their prior
suffering (MacLellan et al., 2015), and feel less alone (Rebeiro Gruhl et al., 2016).
Interacting with consumers may also help consumer peer workers learn more about
themselves (Salzer & Shear, 2002). Through interviews with 31 consumer peer workers,
participants described how providing peer support helped them to be aware and understand
their mental health problems, including their own warning signs (Moran et al., 2012).
Increased awareness of their strengths and accepting their mental health problems were
experienced by consumer peer workers, such as letting go of internalised stigma. Consumer
peer workers also discussed viewing themselves and others more compassionately and being
less judgemental. In this study, involvement in supporting others empowered peer workers to
face their own mental health challenges and to be agents of change in the mental health
system (Moran et al., 2012).
Providing peer support may help consumer peer workers make sense of their identity
as a consumer. Consumer peer workers and managers report that providing peer support
offers peer workers an alternate, positive identity as opposed to identifying with their mental
health problems (Gillard et al., 2013). Through interviews with nine consumer peer workers,
participants described how providing services allowed them to interact with the mental health
system in a new way which helped their recovery (Austin et al., 2014). Finding a different
perspective on their own journey helped consumer peer workers view themselves as
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professionals rather than consumers. Consumer peer workers also experienced feelings of
accomplishment by helping consumers. Through interviews, 31 consumer peer workers
indicated that peer work enabled them to do meaningful work that corresponded with their
values, allowed them to give back after they had received help in their recovery, and allowed
them to reveal their lived experience in the workplace rather than hiding it (Moran et al.,
2012, 2014). Another study that interviewed 17 consumer peer workers showed that
becoming a consumer peer worker allowed some participants to separate from negativity
regarding their diagnosis and to build resiliency (Debyser et al., 2018). Being a peer worker
helped consumer peer workers to constantly evaluate their own recovery and to be in tune
with their stress levels. Working with other peer workers is also beneficial for consumer peer
workers as it can help them feel connected, find meaning, and feel safe to be themselves
(MacLellan et al., 2015; Moran et al., 2012).
Various factors may facilitate satisfaction in the consumer peer worker role. Cronise
and colleagues (2016) found that a consumer peer worker’s role satisfaction was predicted by
feeling respected by staff and consumers, and having responsibility in their job that matched
their training. Further, helping others may contribute towards the personal wellbeing of
consumer peer workers (Moran et al., 2012). In addition, by sharing their experiences,
consumer peer workers may be able to reflect on their story and move towards a recovery
story rather than an illness story. Consumer peer workers may view themselves as role
modelling recovery, which may motivate them to take care of themselves. In addition, work
environments which promote recovery oriented care may help consumer peer workers feel
accepted. Consumer peer workers may also be able to learn about recovery and mental health
resources, which can be used as self-help tools. Having a peer network may also enable
consumer peer workers to feel supported and to get advice, including having peer workers to
speak to when they experience stigma from clinicians. Supportive work environments may
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also support a consumer peer workers' recovery, including supervisors showing acceptance
and understanding when a peer worker is going through a difficult time (Moran et al., 2012).
A systematic review showed that successful implementation of peer workers was facilitated
by clear, recovery oriented goals within a service, availability of peer worker training and
supervision, the peer worker role being clear and understood by staff, and a positive response
from staff and support from leadership (Ibrahim et al., 2019).
Therefore, studies demonstrate how consumer peer workers may experience various
benefits through their role including increased confidence, and the ability to make meaning
from their past experiences. Benefits may be particularly experienced when peer workers are
supported within organisations. Research is still required to understand what specific benefits
may pertain to consumer peer workers with lived experience of BPD.
1.21 Benefits of Peer Support for Clinicians and Organisations
In addition to consumer peer workers benefitting from their role, clinicians and
organisations may also benefit from the unique lived experience contributions of peer
workers. Through a meta-synthesis of 27 studies on peer support, non-peer staff reported a
better understanding of recovery and greater empathy for consumers through their work with
consumer peer workers (Walker & Bryant, 2013). In interviews, clinicians, managers, and
consumers acknowledged the benefits of peer workers within organisations, including
providing skills and insight about consumer preferences (Gillard et al., 2013). Consumer peer
workers may also help clinicians understand consumers (Lawn et al., 2008), and may
increase trust between consumers and clinicians (Byrne et al., 2018; Gillard, Gibson, et al.,
2015). In addition, consumer peer workers may help consumers engage with mental health
services (Gillard, Gibson, et al., 2015). When six peer workers were interviewed regarding
their involvement in helping consumers make treatment decisions, peer workers reported that
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strong relationships between peer workers and clinicians may help consumer relationships
and communication with clinicians (Cleary, Raeburn, Escott, et al., 2018).
Peer workers may also change organisation culture because of their recovery oriented
approach that is role modelled to other staff (Berry et al., 2011). Through interviews, peer
workers and managers described how peer workers may provide evidence to clinicians that it
is possible to recover from mental illness. In addition, peer workers may enhance services by
challenging the practices of clinicians which are not recovery oriented, such as the
inappropriate use of outcome measures. Further, one study showed how consumer peer
workers and their supervisors recognise that peer workers educate non-peer staff about
recovery through peer worker role modelling and education sessions (Cabral et al., 2014).
Through interviews with 11 psychiatrists, some professionals described that peer workers
could change how clinicians view mental illness (Collins et al., 2016). Peer workers were
also recognised by managers as changing the culture of services to be more recovery oriented
(Byrne et al., 2018). Further, peer workers may be influential in changing the language used
toward people with mental health problems (Hurley et al., 2018). Interviews with 25 peer
workers and clinicians showed how peer workers change organisation cultures, although
some peer workers struggled to demonstrate their value to their organisation (Franke et al.,
2010). Interviews with peer workers and clinicians showed that once the peer worker role
became established and known, clinicians described the beneficial contributions made by
peer workers (Ehrlich et al., 2020). Clinicians saw how peer workers were able to interact
with community organisations and helped integrate consumer care into these services, which
they were struggling to do. However, it still was not routine for all clinicians to include peer
workers in consumer care. Therefore, findings from multiple studies show how working
alongside peer workers may be beneficial for clinicians and organisations, although
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information about clinicians interacting with peer workers with lived experience of BPD is
absent.
1.22 Research on Peer Support for Borderline Personality Disorder
Despite possible benefits of peer support for consumers and carers, previous research
predominately focuses on consumers with schizophrenia or mood disorders and often
excludes consumers with BPD. One study by Bond, Wright, and Bacon (2019) evaluated
audio recordings of a self-help group for consumers with BPD, which was co-facilitated by a
consumer peer worker with BPD and a clinician. The findings showed positive aspects of the
group, including strengthening relationships through humour, praise amongst group members
and from the consumer peer worker, and experiential knowledge, including the peer worker
relating to consumers and sharing personal experiences. Although the study did not discuss
the clinician’s role in co-facilitating the group with a peer worker, it demonstrates how peer
support may benefit consumers with BPD. No previous studies have investigated peer
support for BPD from the perspectives of consumers, carers, peer workers, or clinicians
despite recommendations to include these perspectives in research regarding care for
consumers with BPD (Duff et al., 2020; Grenyer et al., 2017). In addition, outcomes of a peer
and clinician co-facilitated group program for consumers with BPD have not been evaluated.
Furthermore, it is unclear how providing peer support influences peer workers with lived
experience of BPD, and how clinicians are influenced by interacting with peer workers with
lived experience of BPD. The following sections will describe the theoretical model
informing this thesis, methods used, and the aims of the thesis.
1.23 Theoretical Model
The personal recovery model states that people with lived experience of mental health
difficulties are experts of their own experiences (Anthony, 1993). According to the model,
recovery does not necessarily need to involve clinical intervention and may involve a
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consumer’s social support system, such as peer support groups. Further, recovery may
involve having someone stand beside a consumer and believe in their recovery. Therefore,
recovery is a wholistic process that is best determined by the consumer with lived experience
(Ng et al., 2019; Slade & Longden, 2015). To facilitate recovery, treatment of BPD needs to
support consumers to improve their occupational and relational functioning, in addition to
improving symptomatology (Grenyer et al., 2022; Miller et al., 2018). Considering that
consumers with lived experience are experts in their recovery, it is possible that another
‘expert’ could assist them in their recovery journey. It could be said that peer workers are this
type of expert as they can understand the lived experiences of consumers (Billsborough et al.,
2017; Mead et al., 2001), and they themselves are in recovery (Davidson et al., 2006). In this
way, two experts of lived experience (a consumer and a peer worker) may work together
towards a consumer’s recovery. Peer workers may be the people who are able to come
alongside consumers with BPD and believe in them, even when consumers do not believe in
their own capacity for recovery. In addition, peer support may offer another avenue for
consumers with BPD to improve their relationships. Through meeting with peer workers who
offer a reciprocal approach (Gillard et al., 2017; Mead & MacNeil, 2006), consumers with
BPD may gain interpersonal skills that they can take with them into other relationships.
1.24 Methodological Design
To correspond with the theoretical models guiding this thesis, various methodological
designs will be used. Interpretive phenomenological methodology is used to understand
people’s lived experience and will be used in Study One of this thesis to explore the meaning
of peer support to consumers with BPD and their carers (Smith et al., 2009). Due to limited
previous research on peer support for BPD, this phenomenological method will be used to
capture people’s lived experience through their perspectives rather than using pre-existing
theory (Smith & Osborn, 2015). Interpretive phenomenological analysis also aligns with
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personal recovery models whereby people with lived experience are viewed as experts and
can contribute to the betterment of services (Davidson & Roe, 2007; Smith & Osborn, 2015).
In addition to phenomenology, a constructivist method can be used to investigate
people’s perspectives and subjective meanings of a phenomenon (Creswell & Creswell,
2018; Kelemen & Rumens, 2022; Schwandt, 2000). Constructivism approaches knowledge as
social constructs which are identified through investigating people’s beliefs and opinions to
understand the social world of participants (Creswell & Creswell, 2018). Focusing on the
specific perspectives of individuals, researchers can begin to develop themes based on the
complex views of participants. Language is an important part of a constructivist approach
whereby language is implicit in understanding meaning (Byrne, 2022). When thematic
analysis takes a constructivist approach, the meaning behind participant responses are
focused on when coding and developing themes. This thesis will use a constructivist
orientation when performing thematic analysis in Study Two, Three and Four.
Another methodological approach used within this thesis is case studies, which allow
an in-depth exploration of one’s lived experience (Yin & Campbell, 2018). The evidence
from multiple case studies can be more convincing compared to single case studies (Herriott
& Firestone, 1983). Multiple case studies are to be considered similarly to a replication of an
experiment, rather multiple participants in an experiment (Yin & Campbell, 2018). In
addition, using multiple sources of evidence is important for case studies because it gives an
in-depth view into a phenomenon. Triangulation of data is important, such as evidence from
more than one source of data (e.g., open-ended qualitative questions, symptom checklist).
Case studies align with the values of peer support in that researchers do not randomly assign
consumers to receive it, and it allows an investigation of the role of the peer worker,
including change mechanisms and how the peer worker role is different from the roles of
other mental health workers (Gillard, 2019; Gillard et al., 2017). Comparative case studies
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have been used for previous peer support research. For example, a comparative case study
was conducted to explore the role of consumer peer workers through ten organisations by
interviewing consumer peer workers, consumers, managers and non-peer colleagues at each
organisation (Gillard, Gibson, et al., 2015; Gillard, Holley, et al., 2015). The comparative
case study method will be used in Study Two and Three to compare experiences of peer
support across different cases (sites) and incorporates various sources of data, including
consumer, peer worker and clinician perspectives. In addition, the comparative case study
method will be used in Study Four to investigate the experiences of consumers attending a
peer and clinician co-facilitated group.
1.25 The Aim of the Current Thesis
To overcome some of the aforementioned research gaps regarding peer support for
BPD, five questions were developed to be addressed in this thesis, as described below.The
current studies evaluated peer support for BPD from the perspectives of consumers, carers,
peer workers, and clinicians, including the benefits and challenges of peer support and how
peer support may differ from clinical support. Five main questions were developed to guide
this research.
1. What are the perceptions of consumers, carers, and clinicians and possible models of
peer support for consumers with BPD and their carers?
2. What might be helpful and unhelpful about peer support for consumers with BPD and
their carers?
3. How might peer support for consumers with BPD and their carers differ from support
provided by clinicians?
4. How might providing peer support influence peer workers with lived experience of
BPD?
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5. How might interacting with peer workers with lived experience of BPD influence
clinicians?
Four studies were conducted to answer these questions. The main methodology used
throughout the thesis was qualitative, which was chosen to provide an understanding of the
novel topic and the process of peer support in BPD (Palinkas, 2014). Due to the limited
knowledge regarding peer support for BPD, an exploratory study was conducted first to build
theory. Study One explored perceptions and potential models of peer support for BPD
through semi-structured interviews with 12 consumers, 12 carers, and 12 clinicians. The
purpose of the study was to identify possible models and guidelines when providing peer
support to consumers with BPD. Further, the potential role of a peer worker in supporting
consumers with BPD was explored.
The next two studies built on Study One by examining peer support for consumers
with BPD and their carers in practice. This allowed the theory built in Study One to be
applied in the real world. Study Two and Study Three used a case study method, where the
peer support provided by peer workers were the cases under investigation. The purpose of
these studies was to determine what is helpful and unhelpful about peer support services for
consumers with BPD and their carers, how peer support services compare to services
provided by clinicians, and how peer support is perceived by peer workers and clinicians.
Study Two was an investigation of consumer peer workers across five services, and Study
Three investigated the role of carer peer workers across five services. Questionnaires were
completed by five consumer peer workers and five carer peer workers, as well as the
consumers or carers that each peer worker supported. Clinicians also provided their
perspective of peer support in instances where the peer worker was employed within a mental
health service.
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Finally, Study Four built on the previous studies by evaluating how a peer worker and
clinician could work together to provide care to consumers with BPD. Study Four was a pilot
evaluation of a group program which was co-facilitated by a consumer peer worker and a
clinician. The peer and clinician co-facilitated group was evaluated by consumers who
attended the program, and the peer worker and clinician co-facilitators. The aim of the study
was to investigate the acceptability of the peer and clinician co-facilitated group. Specifically,
we evaluated consumer experiences and recovery outcomes before and after the group, and
how consumers experienced the peer worker facilitator compared with the clinician
facilitator.
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Chapter Two:

Study One: Using peer workers with lived experience to support the treatment of
borderline personality disorder: A qualitative study of consumer, carer and clinician
perspectives

This study has been published as a paper in the journal Borderline Personality Disorder and
Emotion Dysregulation. Minor modifications have been made to the paper to fit with the
thesis review process.

Barr, K. R., Townsend, M. L., & Grenyer, B. F. S. (2020). Using peer workers with lived
experience to support the treatment of borderline personality disorder: A qualitative study of
consumer, carer and clinician perspectives. Borderline Personality Disorder and Emotion
Dysregulation, 7(20), 1-14. https://doi.org/10.1186/s40479-020-00135-5
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2.1 Preface
Study One was conducted to build theory regarding peer support for BPD, including
how it might work and how it might be beneficial or challenging. Qualitative interviews were
used to explore perceptions and possible models of peer support for BPD from the
perspectives of consumers, carers and clinicians. The study built upon previous knowledge of
peer support in consumers with other mental health difficulties and investigated perceptions
of whether peer support may be helpful for consumers with BPD and what role peer workers
may have in providing support.
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2.2 Abstract
Background: Peer support is a recovery oriented approach where consumers and
carers are introduced to people with lived experience of the disorder who have recovered.
Paid roles within health services for such consumer peer workers and carer peer workers (or
'specialists') are increasingly common. To date specific studies on such peer support for
consumers with borderline personality disorder (BPD) and their carers has not been
conducted. Method: This qualitative study used interviews to explore perceptions and models
of peer support for BPD from the perspectives of 12 consumers, 12 carers, and 12 mental
health professionals. Participant responses were analysed using reflexive thematic analysis
within a phenomenological methodology. Results: All groups described how consumer peer
workers may provide hope, connection, and validation to a consumer's lived experience.
Offering both traditional mental health treatment plus peer support, and giving consumers
choice regarding a consumer peer worker was welcomed. Differences in opinion were found
regarding the consumer peer worker’s role in relation to the mental health team, including
whether consumer peer workers should access medical records. Perspectives differed
regarding the consumer peer worker and carer peer worker positions, highlighting potential
role confusion. Carers discussed the value of receiving support from carer peer workers and
consumer peer workers. Mental health professionals described how consumer peer workers
can experience workplace stigma and problems with boundary setting, and acknowledged a
need for peer workers to be valued by having a duty of care and confidentiality code to
follow and be offered supervision. Conclusions: Two models of peer support for BPD
emerged: an integrated model where consumer peer workers work within the mental health
team, and a complementary model where consumer peer workers are separate from the
mental health team. Based on these findings we provide recommendations for services to
help support such peer work for consumers with BPD and their carers.
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2.3 Introduction
Borderline personality disorder (BPD) is a severe mental condition that is
characterised by disturbances in emotion regulation, identity, relationships with self and
others, and impulsivity (American Psychiatric Association, 2013). The disorder is prevalent
in approximately 1 to 2% of the general population, 10% of mental health outpatients, and
20% of psychiatric inpatients (American Psychiatric Association, 2013; Lewis et al., 2019).
Psychological therapies for the treatment of BPD show variable treatment outcomes,
including small to large effects in reducing symptomatology (Cristea et al., 2017; Storebø et
al., 2020). Treatment outcomes may depend on a variety of factors including BPD severity,
treatment length and treatment type. From a consumer perspective, recovery from BPD may
involve symptom reduction, but also the generation of hope and participation in meaningful
activities and relationships (Katsakou et al., 2012; Ng et al., 2019). Services for consumers
with BPD which focus on recovery oriented outcomes have been recommended (Donald et
al., 2017; Katsakou et al., 2012). In addition, carers who support consumers with BPD often
experience high levels of stress and grief (Bailey & Grenyer, 2014), and receive limited
support for themselves (Lawn & McMahon, 2015). Peer support may be beneficial for
consumers with BPD and their carers to help enhance recovery. Peer support has been
recommended for consumers with BPD to improve relationships and sense of self
(Brightman, 1992), and to improve personality disorder services (Ng et al., 2020; Vandyk et
al., 2019).
Peer support is acknowledged internationally as part of a recovery oriented service
(Stratford et al., 2017). Peer support occurs when a person with a lived experience of mental
illness provides support to another person with a mental illness (Davidson et al., 2006).
Consumer peer workers are consumers with a lived experience of mental health problems,
and carer peer workers are carers with a lived experience of supporting someone with mental
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health problems. Consumer peer workers and carer peer workers provide peer support
services, whereas consumers and carers may or may not be in a peer worker role. Consumer
peer workers and carer peer workers may have a role within mental health services or peerrun organisations, or may work independently (Davidson et al., 2006). The consumer peer
worker and carer peer worker role varies across different services (Gillard, Holley, et al.,
2015; Jacobson et al., 2012). In many cases, consumer peer workers and carer peer workers
require training before starting the role and ongoing training and supervision is provided
within the role, although the role may be provided based only on the peer worker’s shared
experiences with consumers or carers (Gillard et al., 2013; Gillard, Holley, et al., 2015). Due
to the diverse roles of consumer peer workers and carer peer workers, consumers and carers
can be supported in many ways, including peer workers providing informational, emotional,
and social support (Jacobson et al., 2012). For instance, a consumer peer worker may provide
support to a consumer by facilitating a group which provides skills and resources (Cook et
al., 2012), or they may provide support by listening to a consumer’s experience through a
lens of shared understanding (Mead et al., 2001). Administrative and clinical tasks, such as
note writing and risk assessment, are sometimes completed by consumer peer workers,
although different perspectives exist as to how and if those tasks should be part of the
consumer peer worker role (Gillard, Holley, et al., 2015; Holley et al., 2015; Jacobson et al.,
2012). In addition, consumer peer workers may perform roles similar to mental health
professionals, such case management, or have a separate role, such as advocacy (Pitt et al.,
2013). Various models have been proposed which suggest ways of delivering peer support
(Hardy et al., 2019), such as peer supported Open Dialogue (Razzaque & Stockmann, 2016).
With any peer support role or model, experiential knowledge of consumer peer workers can
be used to build rapport with consumers, and this characteristic differentiates consumer peer
workers from mental health professionals (Oborn et al., 2019). The unique aspects of peer
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support may be maintained by peer support principles, including supporting safe relationships
founded on shared lived experience, mutuality and reciprocity, promoting experiential
knowledge, giving choice and control to peer workers regarding the way that support is
provided and received, and empowering peer workers to use their strengths and find support
through other peer workers and the community (Gillard et al., 2017; Stratford et al., 2017).
For the purposes of this paper and its exploratory aims, peer support or support will be
broadly defined as any form of assistance or encouragement provided to consumers or carers
by consumer peer workers or carer peer workers.
Qualitative data indicates that peer support services can be beneficial for consumers
and carers. Consumers often report feeling understood, hopeful, and more comfortable when
conversing with a consumer peer worker (Gillard, Gibson, et al., 2015; Pallaveshi et al.,
2014; Scholz et al., 2018). One previous qualitative study analysed audio recordings of a selfhelp group for consumers with BPD facilitated by a consumer peer worker and a mental
health professional (Bond et al., 2019). Results showed that humour, receiving praise and
hearing the shared experiences from other group members and the consumer peer worker
were helpful for consumers with BPD. Carers who support consumers with mental health
problems describe valuing emotional and informational support from carer peer workers
(Visa & Harvey, 2018). Consumer peer workers also express benefitting from providing peer
support, including enhanced self-awareness and self-esteem (Debyser et al., 2018; Mowbray
et al., 1998; Scholz et al., 2017; Walker & Bryant, 2013). In addition, mental health
professionals describe how consumer peer workers provide organisations with a unique
expertise of their journey through the mental health system which can add credibility to
services (Ehrlich et al., 2020; Scholz et al., 2018).
Quantitative evidence, although limited, has suggested that consumer outcomes may
not differ when the same service is provided by consumer peer workers or mental health
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professionals (Chinman et al., 2014; Pitt et al., 2013). Mixed evidence exists for consumer
outcomes when peer support is provided as an adjunct to traditional services (Chinman et al.,
2014), and change mechanisms regarding peer interventions are unclear (King & Simmons,
2018). Peer support provided to carers and families in a group setting also shows improved
outcomes for carers, including greater empowerment and lower anxiety (Dixon et al., 2011).
Although some positive outcomes exist for peer support for consumers with severe mental
illnesses and their carers, further evidence is needed to understand and support peer delivered
interventions (Lloyd-Evans et al., 2014). In addition, peer support research often excludes
individuals with BPD and does not clearly define the consumer peer worker role or the model
of peer support used (Chinman et al., 2014; Pitt et al., 2013). Models of peer support for
individuals with BPD do not exist in the literature, and models developed for other mental
health problems may not be suitable for consumers with BPD due to the unique experiences
of individuals with BPD (Lamont & Dickens, 2019).
Considering the perspectives of consumers and carers may be important to improve
services for individuals with BPD (Grenyer et al., 2017). A systematic review of 38 studies
on consumer and carer perspectives of services for individuals with BPD found that
consumers and carers had different foci, including carers not receiving appropriate
recognition from health professionals, and consumers describing the importance of their
relationship with a health professional (Lamont & Dickens, 2019). Exploring health
professional perspectives may also be important because professional perspectives can differ
from those of consumers with mental health problems and carers (Berzins et al., 2018;
Brooks et al., 2018). Multiple studies have investigated perspectives regarding peer support
for mental health problems, and consumers and professionals have expressed different views
regarding the consumer peer worker role description (Gillard et al., 2013; Gillard, Holley, et
al., 2015). Therefore, considering the perspectives of consumers, carers, and professionals
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may be important due to potential differences in opinion, and could be particularly valuable
regarding enhancing services for individuals with BPD.
Despite some evidence that peer support for BPD may help improve recovery
oriented outcomes for consumers with BPD and their carers, there are currently no specific
studies exploring perceptions or models of peer support for individuals with BPD and their
carers. The present qualitative study explored perceptions of peer support for BPD through
the perspectives of consumers, carers, and mental health professionals. The aim of the study
was to determine possible models and recommendations of peer support for BPD.
2.4 Method
2.4.1 Participants
Participants were recruited using purposive sampling. First, national personality
disorder groups were approached to identify leaders in peer work. Through a snowball
recruitment strategy, individuals from services and locations which provide peer support to
consumers with BPD or their carers were invited to participate, and participants were asked
to identify other potential participants. Potential participants were informed of the purpose of
the research and invited to participate through email. Ethics approval was provided by an
institutional review board, and written informed consent was obtained from all participants.
Participants included 12 consumers with BPD, 12 carers supporting someone with BPD, and
12 mental health professionals who had experience working with consumers with BPD and
consumer peer workers or carer peer workers. Seven of the consumer participants were
consumer peer workers, and 6 of the carer participants were carer peer workers. In the
presentation of the data through quotations, consumers and carers who are consumer peer
workers or carer peer workers will be distinguished from consumers and carers who are not
peer workers. The sample allowed different perspectives from lived and professional
experiences to be collected. Twelve individuals were included in each participant category, as
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this has been recommended in previous qualitative interview research to maximize the
likelihood of saturation of themes (Guest et al., 2006). Table 3 outlines the characteristics of
the participants.
Table 3
Characteristics of Participants (N = 36)
Type of Participant

Characteristics

n (%)

Consumer (n = 5)

Female

5 (100)

Consumer peer worker (n = 7)

Female

7 (100)

Carer (n = 6)

Female
Relationship to consumer
Parent
Spouse/Partner

4 (66.7)

Female
Relationship to consumer
Parent
Spouse/Partner

6 (100)

Carer peer worker (n = 6)

Mental Health Professional (n = 12) Female
Occupation
Nurse
Occupational Therapist
Psychiatrist
Psychologist
Social Worker

3 (50)
3 (50)

5 (83.3)
1 (16.7)
7 (58.3)
3 (25)
1 (8.3)
1 (8.3)
5 (41.7)
2 (16.7)

2.4.2 Procedure
Semi-structured interviews were conducted with individual participants. Interviews
were facilitated by the same interviewer either over the phone or in-person, depending on the
preference of the participant. Interview questions were based on a guide that was created by
the authors. Open-ended questions were administered to all participants, with slight variations
depending on whether they were a consumer, carer, or mental health professional (Appendix
1 and 2). Consumers and carers were asked to describe their lived experience of BPD and
peer support. Mental health professionals were asked to describe their role and their
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experience with BPD and peer support. The remainder of the questions were the same for
consumers, carers, and mental health professionals. Participants were asked what role they
wanted a peer worker to take, what characteristics they wanted the peer worker to have, and
how the contributions of peer workers and mental health professionals are different or
similar. Questions that were asked included, “What contributions would a peer bring to
individuals with BPD, compared to mental health clinicians?” and “What would you want the
role of a peer support worker to be for individuals with BPD?” Appropriate follow-up
questions were asked as required. The interviews were audio recorded and transcribed
verbatim. Information that was personally identifying was removed from the transcripts.
Interviews ranged from 26.4 to 77.6 minutes, averaging 48.2 minutes. Consumer and carer
participants were compensated for their time.
2.4.3 Data Analysis
Data were analysed to understand participants’ lived experiences using an interpretive
phenomenological methodology to ensure preconceptions were 'bracketed' (Smith et al.,
2009). Analysis of the data was performed using ‘reflexive thematic analysis’ as described by
Braun, Clarke, Hayfield, and Terry (Braun et al., 2019). By repeatedly listening to audio
recordings and reading transcripts, a thorough understanding of the data was obtained. Using
NVivo 12, participant statements were coded into nodes with similar meanings using an
inductive orientation. Next, themes were constructed by combining nodes with conceptual
likeness, and themes were revised as necessary to reflect the data. Coding was performed
independently. Throughout the coding process, several discussions within the research team
ensured that the themes depicted participant responses. A second researcher coded four
interview transcripts to also determine inter-rater reliability. The amount of agreement
between the two researchers was calculated using Cohen’s kappa coefficient. The inter-rater
reliability was κ = 0.71, indicating a moderately high level of agreement (Viera & Garrett,
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2005). Themes were then presented to participants to validate themes derived and to ensure
that accurate meaning was captured. Final themes were then agreed on as presented here.
2.5 Results
Shared perspectives of consumers, carers, and mental health professionals
There were themes that all three groups endorsed and are described below.
Consumer peer workers provide shared experiences to consumers that bring hope and
connection
Consumer peer workers conveying hope to consumers, including demonstration that
recovery is achievable, was strongly recognised by consumers, carers, and mental health
professionals. “It really does feel like you're never going to get better when you are unwell,
and unfortunately, I think a lot of clinicians still hold quite a stigma regarding BPD that um,
clients with that diagnosis won't recover and won't lead meaningful lives, so I think it's, um,
really helpful to have someone with that lived experience in that role and doing quite well,
um for the clients to be able to see that recovery is actually quite possible, um and you can
lead a meaningful life” (Consumer Peer Worker 1).
A peer support relationship was often described as casual, including the use of
everyday conversations and informal language, which allows consumers to feel comfortable.
“They (consumers) understand what you mean when you say, ‘I waited 12 hours.’ They’ve
waited 12 hours. So, there’s a way, it’s kind of like a short-hand, I guess, and language you
speak to someone with a lived experience, which means that you don’t have to be so
descriptive” (Consumer Peer Worker 3). In contrast to limited disclosure from mental health
professionals, consumer peer workers are open in sharing their thoughts and experiences,
which can help other consumers open up through quick connection and trust. “I (consumer
peer worker) was telling her (consumer) about when I get stress sometimes I get this thing
where I’ve got to repeat these phrases over and over in my head [laughs]. And then she
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started to let me know about something she’d been saying since 2009 in her head”
(Consumer Peer Worker 4). Reciprocal relationships with consumer peer workers were
compared to existing power imbalances with mental health professionals. “There’s a
reciprocal respect that comes from that (peer support) where there’s not a power differential
that I think is often existing in the clinical relationship” (Mental Health Professional 4).
Several participants differentiated consumer peer workers from mental health professionals
with a lived experience of mental health problems because professionals don’t explicitly “use
that (their lived experience) as their tool of engagement” (Mental Health Professional 4).

Consumer peer workers understand and validate consumer experiences
The majority of consumers, carers, and mental health professionals described consumer
peer workers understanding and validating consumer experiences. Mutual understanding can
provide consumers with validation and comfort, which may differ to experiences with mental
health professionals. “I guess there is a difference between a psychologist being able to say,
‘uh, that must be really difficult for you’ and someone else (a consumer peer worker) being
able to say ‘I, I remember how difficult that was’” (Consumer 6). Many consumers described
stigmatising responses they had received from other people, services, and mental health
professionals. Consumers, carers, and mental health professionals reported that consumer peer
workers can validate the unique experiences of BPD which are often not understood by others,
helping consumers feel less judged and isolated. “They (consumers) don’t feel alone, they don’t
feel weird or different. Last week one of the girls said she doesn’t feel like she’s got two heads.
She feels like she’s a normal kind of person and that she’s not being judged” (Consumer Peer
Worker 5).
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Consumer peer workers provide support to consumers as they transition from acute to
community care
Consumers, carers, and mental health professionals described how consumer peer
workers provide input and support as a consumer moves from acute crisis, inpatient stays, to
community care. Many participants described how consumer peer workers advocate for
consumers when treatment decisions are being made. “Within like hospital settings and that
sort of thing um, clients feel like they're not being heard by clinicians, um so it might be, um,
being pushed for discharge before they are ready, or it might be being pushed into a type of
therapy that they don't want to do... so having a peer recovery worker who understands that
experience and is able to advocate for the rights of the client is really important” (Consumer
Peer Worker 1).
In addition, consumer peer workers can provide emotional support to consumers
during a crisis, inpatient stay, or hospital discharge. “If they (consumers) come onto the ward
they’d actually ask for me… and I’ll just sit down and just listen to see where they’re at”
(Consumer Peer Worker 2). Many participants suggested that consumer peer workers can
spend time with consumers in the community, including meeting at cafes or attending
appointments, which allows consumers to feel empowered and develop interpersonal skills.
However, one consumer peer worker believed consumer peer workers should not engage in
community activities because it is “not unique to their lived experience” (Consumer Peer
Worker 4).
Many participants suggested that consumer peer workers share and role model their
personal use of skills and strategies which may be relatable and hold more authority,
compared to skills shared by mental health professionals. “They (consumers) respond
differently, as to, like one of the other clinicians, teaches them about a skill as to when I bring
up my lived experience and say when I felt like that I, I found this really useful... you can tell
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that it's quite meaningful for them to have that experience” (Consumer Peer Worker 1).
According to many participants, consumer peer workers can connect consumers to resources,
help them navigate the mental health system, and provide education about BPD. Most
participants described how consumer peer workers can facilitate Dialectical Behavior
Therapy (DBT) or support groups. About half of the participants suggested that consumer
peer workers can help consumers with homework and skills taught in therapy. “If they’re (the
consumer) doing DBT, and they’ve got exercises to do, and they don’t know how to do them,
and that (consumer) peer worker has done DBT, and understands it, yeah, to have somebody
maybe help you through your exercises” (Carer Peer Worker 3).

All groups agreed that it is important to allow consumer choice in selecting a peer worker
in which to work
Consumers, carers, and mental health professionals suggested providing choice to
consumers regarding their consumer peer worker. All participants identified the importance
of a suitable match between a consumer and consumer peer worker. “It would be lovely if you
could say to a consumer, ‘Would you like to work with a peer support worker, what gender,
what age?’ I mean, because you know, it’s I suppose trying to match it as much as possible”
(Mental Health Professional 8).
The majority of consumers and carers described how a consumer peer worker with a
diagnosis of BPD was beneficial. “I, personally, would prefer someone (a consumer peer
worker) with BPD. Um [pause], not another diagnosis… a lot of my own experience with
BPD could only really be understood by somebody else with BPD” (Consumer 5). Other
participants described how a consumer peer worker should have similar experiences as
consumers and an understanding of BPD, but not necessarily a BPD diagnosis. “If you've
experienced extreme distress, you've experienced mistreatment in the public mental health
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system… those things are still quite important for the client to know that you've experienced
but it doesn't necessarily need to come with a diagnosis of BPD” (Consumer Peer Worker 1).
A consumer peer worker’s identified gender, age, recovery stage, culture, linguistic
background, sexual orientation, and personality were important considerations for some
participants. For example, consumers might feel more comfortable with a same gendered
consumer peer worker. Many participants described offering choice to consumers regarding
their preference of individual or group support, whether to access peer support, and how
often support is provided. Several participants described how consumers may feel more
comfortable engaging with consumer peer workers compared to other services or treatments.

All groups agreed that it is important to consider offering support for consumers from both
mental health professionals and consumer peer workers
The majority of consumers, carers, and mental health professionals described the
importance of consumers receiving support from consumer peer workers and mental health
professionals, due to their unique contributions. Having both types of support available to
consumers can maximise benefits for consumers. “If the debate becomes peer work versus
something else, we’ve actually lost the consumer in that conversation. So, I think peer
support has a really important role in all types of mental health support and treatment but so,
too, has good clinical care as well” (Mental Health Professional 2). Therefore, increasing the
amount of consumer peer workers and accessibility of peer support services was
recommended.

Areas of disagreement
There were some areas that consumers, carers, and mental health professionals held
different views about various roles and functions of the consumer peer worker and carer peer
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worker. For example, there were differences in opinion about how integrated the consumer
peer worker should be in a clinical mental health team.
Some consumers advocated for consumer peer workers being considered a part of the
mental health team, including writing notes and accessing medical records, as this was seen
as helping to validate and integrate them as part of the team. Many consumers described how
information in medical records helps consumer peer workers understand them, which can
help them feel cared for. “I can speak to someone who has an understanding of what it is like
and can also see sort of my past up to this point. That’s going to probably immediately make
me feel more comfortable and like also like they care more and have put in the time”
(Consumer 6). Consumer peer workers and mental health professionals can exchange
information about consumers by writing their observations in medical records and through
verbal communication. Shared information between consumer peer workers and mental
health professionals can keep consumer peer workers and consumers safe by increasing
awareness of risk concerns, allowing continuity of care, and improving interactions with
consumers. “It is important to have (consumer) peer workers writing clinical notes and being
able to view clinical files so it helps them work with clients in the best possible way, and it
makes the (consumer) peer worker’s… opinions and their engagement with clients known to
other clinicians in the team” (Consumer Peer Worker 1). Some consumers discussed the
importance of providing note writing training and ensuring time spent note writing does not
take away from spending time with consumers. Several consumers believed that consumer
peer workers writing notes or accessing medical records would not negatively influence the
relationship with consumers. Trust can be fostered with consumers if the note writing process
is made transparent, and the content of the notes is collaboratively chosen between
consumers and consumer peer workers. “It’s down to the person who is being supported…

PEER SUPPORT FOR BPD

78

what information do they want disclosed? And – and they may not even want that to happen”
(Consumer Peer Worker 6).
In contrast, some consumers considered that it is important to separate the consumer
peer worker role from mental health workers, and thus were not willing for consumer peer
workers to access medical reports or write notes into hospital files. For example, two
consumer peer workers described how consumer peer workers should remain separate from
the mental health team and not write notes or access consumer medical records. They
reported how the consumer peer worker role is different from the role of mental health
professionals, and requiring them to do the same tasks takes away from the unique reciprocal
role and expertise of the consumer peer worker. In addition, medical records may not
accurately represent consumers, and consumers may be less open with consumer peer
workers who have read their medical record. “[Consumers are] less likely to engage with you
(consumer peer worker). Um if – if you’re doing that, if – if you’re reading notes, writing
notes. So they’re not going to be open with you” (Consumer Peer Worker 2). Both consumer
peer workers emphasized how all information a consumer peer worker learns about a
consumer should come through conversations with the consumer. “Often what’s actually
written in those records really doesn’t match what it is the person’s saying. And that
relationship is the most important aspect of peer work, therefore, you know, as a (consumer)
peer worker I would want the person to be telling me their story themselves” (Consumer Peer
Worker 7).

Many carers described the value of integrating consumer peer workers into the mental
health team, although some were cautious of doing so. Carers suggested that when consumer
peer workers view medical records it can help them understand consumers and aid with
continuity of care. “If the (consumer) peer worker had some access to notes to know what
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had gone before. You know, what sort of things might upset them (the consumer), what sort of
things they enjoyed; all that sort of stuff” (Carer Peer Worker 4). By reading medical records,
consumer peer workers can learn about risk concerns, potential triggers for consumers, and
whether consumers are engaged with other services. Several carers identified the importance
of training consumer peer workers and carer peer workers in note writing, confidentiality, and
duty of care issues. Some carers expressed the importance of consumers consenting to
consumer peer worker’s writing notes, and communicating with consumers about what
information will be included in the notes. Several carers believed that consumer peer workers
accessing medical records would benefit their relationships with consumers because
consumer peer workers are non-judgmental and have built trust with consumers. Carers
acknowledged that information that is accessed from medical records should be
complemented by listening to the experiences of the consumers. “I think it’s important that
they (consumer peer workers) know a lot about the person that they are supporting. But I
think a lot of that should come from the person as well” (Carer Peer Worker 1). In contrast,
some carers were wary about consumer peer workers reading consumer medical records due
to the negative consequences for the peer support relationship. “It becomes like a session. It
definitely changes the whole dynamic” (Carer 2).

In addition, some mental health professionals identified the value of having consumer
peer workers being included as part of the team, whereas others saw value in there being a
separation of role and function. Mental health professionals described how verbal
communication and note sharing between consumer peer workers and mental health
professionals can help professionals understand and support consumers. “There’s actually no
real reason why they (consumer peer workers) shouldn’t be contributing to the notes… What
it did is create more information that the whole team had to support a person, as opposed to
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a sort of two-tier system where the peers worked over here, and the clinicians worked over
there” (Mental Health Professional 2). Communicating with consumers about note writing
and the consumer peer worker’s involvement in the mental health team was recommended by
several professionals. The ability to access the notes of consumer peer workers can also help
professionals understand the consumer peer worker role and what they are doing with
consumers, and vice versa. “If they (consumer peer workers) don’t know what the rest of the
team they’re working with is doing, and if the rest of the team can’t know what they’re doing,
all we’ve created is risk and confusion” (Mental Health Professional 11). Clarifying the
responsibilities of consumer peer workers and mental health professionals regarding
documentation of consumer risk issues was suggested to protect consumers, consumer peer
workers, and professionals. Many professionals described how including consumer peer
workers in the mental health team, including the ability to access medical records and write
notes, helps professionals acknowledge the value of consumer peer workers. “We need to
view peers as colleagues and as, um – you know, as I said, privilege their expertise and their
knowledge as much as we privilege our own and so I think if we’re working alongside peers
they should be entitled to, and able to, complete clinical tasks such as writing notes and, you
know, viewing medical records” (Mental Health Professional 7). However, some
professionals were hesitant about involving consumer peer workers in the mental health team,
and acknowledged how a consumer peer worker’s access to medical records could negatively
impact the peer worker’s relationship with consumers. “[Reading clinical notes] would
become a barrier to you (the consumer peer worker) actually sitting with a client and go,
okay, what’s important to you today… and I think it might distract from being really, kind of,
here and now” (Mental Health Professional 9). Some professionals identified risk around
consumer peer workers becoming unwell, such as being triggered by reading notes, and not
maintaining appropriate boundaries or confidentiality. “The risk is of course, that if people
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(consumer peer workers) become unwell that they may have issues around their own
boundaries and maintaining confidentiality” (Mental Health Professional 10).

Consumers, carers, and professionals also had different perspectives regarding
whether carer peer workers should provide support to consumers, and consumer peer workers
should provide support to carers. Several carers believed that support from carer peer workers
would benefit consumers, whereas other participants expressed that consumers would be
better supported by consumer peer workers. “I think consumers often relate better to
consumer peer workers than they do to carer peer workers” (Mental Health Professional 2).
Most participants thought that consumer peer workers could support carers, although some
consumers believed that consumer peer workers should predominately support consumers.
Two consumer peer workers suggested having distinct roles for consumer peer workers and
carer peer workers to avoid role confusion. “Do you use a, um, (consumer) peer support
worker or a carer peer support worker, and that’s really a blur because what we do here is I
don’t deal with anybody’s carers… I guess my thought is it’s going to be hard for people to
work across more than one space” (Consumer Peer Worker 4).

Other perspectives
There were several themes that were constructed based on the unique perspectives of
consumers, carers, and mental health professionals that are described in the next section.
Consumers identified the importance of consumer peer workers maintaining wellbeing and
being valued and supervised in their workplace
Consumers described how consumer peer workers can often balance organisational
policy or the opinions of mental health professionals and the best interest of the consumer,
which can leave them with little power. “If you’ve got, yeah, the (consumer) peer worker on
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the side of the consumer but you’ve got the rest of the team on another, you know, the
(consumer) peer worker’s going to become unwell and it’s not, not a good model”
(Consumer Peer Worker 4). Several consumers reported that consumer peer workers are often
poorly treated and stigmatised by organisations, mental health professionals, and peer
workers with other diagnoses. “The amount of bullying and stigmatising that goes on within
the peer support workers, it’s horrible” (Consumer Peer Worker 3).
Consumers described the importance of consumer peer workers maintaining their own
well-being and being valued by mental health professionals and organisations. Self-care can
be strengthened by setting personal boundaries regarding what information they disclose to
consumers and appropriately managing time spent with consumers. Some consumer peer
workers described how interacting with consumers in itself was helpful to them. “To give
back is just, um, is so satisfying” (Consumer Peer Worker 6). Consumers described the
importance of supervision being provided to consumer peer workers by mental health
professionals to help them maintain self-care. Several consumers suggested hiring consumer
peer workers who are far enough in their recovery, including the ability to set appropriate
boundaries and articulate a story of recovery. “At some point I think people (consumers) feel
that they’re ready to become a (consumer) peer worker but the story they tell is very much an
illness story, and so, ‘This is – this is what’s happened to me, this is my experience,’ rather
than, you know, ‘These are the things that I did to recover, these were the things that have
helped me to recover’” (Consumer Peer Worker 7). Allowing choices within the consumer
peer worker role and increasing compensation and work opportunities for consumer peer
workers were also recommended.

Carers emphasised how carer peer workers have an important role in providing emotional
and informational support to carers
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All carers described how peer support could be provided to carers by carer peer
workers. Peer support provided by carer peer workers to carers can help carers support
consumers. “If you can support the carer, they’re going to be a lot better at supporting the
consumer” (Carer Peer Worker 4). Carer peer workers can offer hope to carers by sharing
how they have made it through difficult times. “I’ve had people in our support group that are
loved ones that say, well, we were told by, you know, the psychologist or the psychiatrist that,
you know, our loved one would never get well, they’d never have a job. They’d always be like
this, it would always be difficult. And that’s what they believed. Until all of a sudden, they
meet someone who’s not only saying there’s hope and there’s ways to get well, they’re saying
there’s hope, there’s ways to get well and we know this as fact” (Carer Peer Worker 2).
Carers described being validated and comforted by carer peer workers who can understand
their unique experiences, unlike other people who may judge them for the way they interact
with the consumer they support. “A (carer) peer (worker) would understand why you’re
nervously responding to your phone all the time and midway through a conversation, you’d
be texting, and trying to have a cup of coffee with a friend, but, yeah, a peer wouldn’t judge
you for that” (Carer Peer Worker 3). One carer described how she would prefer support from
a carer peer worker who supported someone with BPD rather than another mental health
problem, due to the shared understanding.
Many carers described how carer peer workers can advocate for their needs, and
provide information about BPD, resources, and the mental health system. “With the
resources and information that I’ve collected over the years, I’ve been able to pass that on
and offer support, um, to encourage them (carers) to attend workshops and basically get any
information that they can about BPD, so that they are prepared, um, and that they know how
to handle – often handle situations and behaviours, um, that the person they care for presents
with” (Carer Peer Worker 5). Carer peer workers can provide suggestions to carers about
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effective ways to communicate with the person they support, and provide practical advice.
Group meetings may be particularly important for carers to allow them to hear multiple
perspectives of how to potentially handle a situation. In addition, group meetings for carers
could be tailored to the needs of siblings, children, and partners. Carer peer workers helping
carers practise self-care and providing emotional support to carers, including allowing them
to share and listening to them, was important for many carers. “It takes a big load off, um, a
lot of carers shoulders because it’s just more being able to vent, um without being judged”
(Carer Peer Worker 4). Several carers recommended improving the accessibility of peer
support for carers, including having carer peer workers that can be contacted during a crisis.
One carer peer worker recommended that carers receive support from carer peer workers who
have more years of experience being a carer. “Having these experienced carers – um, when I
say, experienced, it’s more, they are in a good place and they’ve been in a carer role for
quite some time… they can come in and – and help share the good – the good stories as well”
(Carer Peer Worker 1).

Carers identified the value of hearing and learning from the experiences of consumer peer
workers
The majority of carers described how they could be supported by consumer peer
workers. Consumer peer workers can tell carers how they felt when they were in the
consumer’s situation or share what consumers are learning in therapy to help carers
understand what consumers are experiencing and how they can best support them. “Being
involved with other consumers who have BPD as they have shared what’s helped them, how
they’ve coped, what’s been detrimental and hasn’t helped has given me a lot of insight and
awareness. So I’ve been far more informed in the way I handle things with my daughter”
(Carer Peer Worker 6).
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Carers identified the value of having access to respite, and the possible role of consumer
peer workers in providing that support
Carers can receive respite when consumer peer workers spend time with consumers in
the community, including helping consumers with education and employment goals. “Most
carers of the – would just like to find something that would make their children less isolated,
and also give the carer a – a – a break. A bit of respite for a carer, really, if they go off
with the peer support worker, even if it’s for an hour. Um, that gives the carer that hour off”
(Carer Peer Worker 4). However, several carers described negative experiences of the person
they support being influenced by a consumer with BPD who was not in recovery, and
recommended that consumer peer workers are further along in recovery compared to the
consumers they support.

Mental health professionals identified how consumer peer workers and carer peer workers
inform and improve mental health care
According to mental health professionals, consumer peer workers and carer peer
workers can help change services to become more recovery oriented. Several professionals
described how consumer peer workers helped them interact with consumers more effectively
and compassionately. “When you have peer support workers, for any diagnosis, but
particularly for, for personality disorders, you get less incidents of one to one, especially in
seclusion, and over medication and all the usual punitive things mental health services tend
to do to what they perceive as difficult people” (Mental Health Professional 2). Interacting
with consumer peer workers and carer peer workers can help mental health professionals be
mindful of the language they use, and be educative about alternative appropriate language. “I
think there can be sort of peer consultation for professionals, you know, which would, I think,
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also help us manage our language and the way that we speak about people, um, because
sometimes I think we can – professionals can use short cuts and can inadvertently use
language that is unhelpful or, um, inadvertently blaming of people... they (consumer peer
workers and carer peer workers) might help us, um, understand the impact of language”
(Mental Health Professional 7). In addition, the ways that consumer peer workers write notes
may be more recovery oriented and inform the note writing of mental health professionals.
Further, including consumer peer workers in interventions delivered by professionals can
help professionals support consumers. “I mean it would be great if they (consumer peer
workers) could share their story as part of the, sort of, therapeutic intervention that we have”
(Mental Health Professional 10).

Mental health professionals described the value of consumer peer workers and looked for
opportunities to strengthen their contribution
Mental health professionals acknowledged how consumer peer workers have been
mistreated and undervalued by services and mental health professionals, including hesitation
by some workplaces to hire consumers with BPD. “There’s probably stigma from employers
about the idea of hiring people who, um, whose lived experience is of BPD” (Mental Health
Professional 4). Professionals described how clarifying the consumer peer worker’s purpose
in an organisation can help them understand and value the consumer peer worker role.
Several professionals were concerned about the boundaries between consumer peer workers
and consumers, such as the relationship being too casual, particularly because consumers
with BPD may have difficulties understanding appropriate boundaries. Consumer peer
workers setting boundaries around mobile phone contact and community contact with
consumers was suggested to help prevent potential risk issues. “We kind of established with
the voluntary peer support worker that, you know, the contact is just to be had, you know, at
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the nominated times in the building here or the park nearby so that it, I suppose as much as a
kind of protective mechanism for her, um, as also for my consumer” (Mental Health
Professional 8). Mental health professionals described the importance of professionals
providing valuable information to consumer peer workers through supervision and training.
“The clinician can provide some, some support to the (consumer) peer worker about, you
know, um, yeah, anything that the clinician has knowledge about that the (consumer) peer
worker might not” (Mental Health Professional 5).
2.6 Discussion
This novel study used individual interviews to explore perceptions of peer support
and peer support models for individuals with BPD and their carers from the perspectives of
consumers, carers, and mental health professionals. Findings highlight the importance and
value of providing peer support to consumers with BPD and their carers, and the need for
consumer peer workers to be valued by mental health professionals and organisations. In
addition, contrasting views regarding roles and functions of consumer peer workers within
the mental health team were found.
Results showed that the shared lived experiences of consumer peer workers were
described by participants as contributing to recovery by providing hope, connection, and
validation to consumers with BPD, which is consistent with previous qualitative research on
peer support for mental health problems (Gillard, Gibson, et al., 2015; Pallaveshi et al.,
2014). Given the stigma and unique experiences related to BPD (Ring & Lawn, 2019), peer
support might be particularly valuable to help consumers feel understood and validated
(Bond et al., 2019). Further, consumer peer workers were valued for helping consumers with
BPD as they move from acute to community care, as well as providing support to carers. For
example, participants described how consumer peer workers can provide skills to consumers
based on their own experiences, which is consistent with previous recommendations that
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psychological education for BPD can be provided through peer support (Brightman, 1992).
The findings suggest it is important for consumer peer workers to discuss their role with
consumers, including what types of peer support are available and whether the consumer peer
worker has consent to interact with carers (Wonders et al., 2019). Carer peer workers can also
support carers, which may help improve their wellbeing and help them support consumers.
Participants had different opinions regarding consumer peer workers supporting
carers and carer peer workers supporting consumers. To prevent role confusion, organisations
and peer support guidelines may need to clarify whether consumer peer workers and carer
peer workers provide support to both consumers and carers, or whether the roles are distinct
in that consumer peer workers provide support to consumers and carer peer workers provide
support to carers. Providing choice to consumer peer workers and carer peer workers
regarding their role description may also be important (Gillard et al., 2017).
The shared view of consumers, carers, and mental health professionals regarding the
importance of having a suitable match between consumers with BPD and consumer peer
workers, including opportunities for consumers to choose their consumer peer worker, was
consistent with research that shows that peer support is based on shared personal experiences
(Oborn et al., 2019; Stratford et al., 2017). Further, providing choice to consumers regarding
who they enter a peer support relationship with upholds peer support principles (Gillard et al.,
2017; Murphy & Higgins, 2018; Stratford et al., 2017). Therefore, organisations may
consider hiring multiple consumer peer workers to ensure consumers have options when
choosing a consumer peer worker. In addition, the perspective of participants that consumer
peer workers and mental health professionals are both necessary to provide optimal treatment
demonstrates how both have unique knowledge and skills that can help consumers with BPD
(Oborn et al., 2019). Consulting with consumers regarding the support they receive, and
offering to include peer support in treatment plans is recommended (Brooks et al., 2018).
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Further, increasing the availability and accessibility of peer support for both consumers with
BPD and their carers is important, including making health professionals aware of peer
support options to inform referrals (Wlodarczyk et al., 2018).
In line with previous research, consumers and mental health professionals described
how consumer peer workers can be mistreated and unsupported by organisations (Byrne et
al., 2019), highlighting the need for consumer peer workers to be valued and offered
supervision and training (Byrne et al., 2018; Holley et al., 2015; Kilpatrick et al., 2017).
When a consumer peer worker’s purpose is clear to the mental health team, it may enable
mental health professionals to better value and work effectively with consumer peer workers
(Gillard et al., 2013). As in prior research, mental health professionals expressed concerns
regarding boundaries between consumer peer workers and consumers and the potential
negative impact on consumer peer workers (Collins et al., 2016). Mental health professionals
and carers also indicated that consumer peer workers and carer peer workers may have
difficulty with confidentiality, confirming previous research which indicates that consumer
peer workers may not want to break confidentiality in risk situations due to their relationship
with the consumer (Holley et al., 2015). Duty of care obligations for consumer peer workers
and carer peer workers may differ across services and organisations, highlighting a need to
ensure that consumers and carers are protected when peer support services are delivered
(Holley et al., 2015). The finding that consumer peer workers and carer peer workers inform
and improve the practices of mental health professionals is also consistent with previous
research (Byrne et al., 2016; Hurley et al., 2018). Therefore, consumer peer workers, carer
peer workers, and mental health professionals providing consultation to one another is
important and could be further facilitated by organisations.
The present findings suggest that consumers with BPD and their carers experience
validation from consumer peer workers and carer peer workers which may combat the stigma
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toward BPD. Consumer peer workers and carer peer workers may also alter the practices of
mental health professionals to be more recovery oriented. Providing peer support in services
where stigmatized responses are heightened, including non-specialist BPD settings such as
the emergency department (Vandyk et al., 2019), may be beneficial for consumer and carers,
and could help alter the practices of professionals. However, the current study also found that
consumer peer workers with BPD can experience stigma from other consumer peer workers
and mental health professionals, which is consistent with previous research (Byrne et al.,
2019). Therefore, assessing an organisation’s workplace stigma toward BPD and changing if
indicated may be essential prior to the introduction of consumer peer workers and carer peer
workers.
Two models of peer support for BPD
Participants expressed mixed views regarding consumer peer worker involvement
with medical records and notes shared by the mental health team. While many consumers and
carers described how consumer peer workers reading medical records positively influences
interactions with consumers, others described how reading medical records negatively
influences interactions and detracts from the relational aspect of peer support. In addition,
mental health professionals described how they are better able to understand the role of
consumer peer workers when consumer peer workers access medical records and write notes.
Overall, there was a preponderance of participant opinions favouring inclusion of consumer
peer workers in the mental health team. Previous research indicates that consumer peer
workers can share consumer information with other mental health team members without
negatively influencing the peer support relationship (Holley et al., 2015), particularly when
consumer peer worker notes are written in a recovery oriented, non-judgemental manner
(Scott & Doughty, 2012). However, sharing information about consumers with mental health
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professionals can be difficult for consumer peer workers (Holley et al., 2015), and until the
present study there was an absence of research on how consumers view this topic.
Table 4
Two Models of Peer Support for Borderline Personality Disorder
Model 1: Consumer peer workers integrated
in the mental health team
• Consumer peer workers write notes and the
notes are shared with other mental health
team members.
• Consumer peer workers read consumer
medical records and the notes of other
mental health team members.
• Formalised consultations may occur
between consumer peer workers and the
mental health team.

Model 2: Consumer peer workers complementary
to the mental health team
• Consumer peer workers may or may not write
notes and notes are not shared with other
mental health team members.
• Consumer peer workers do not read consumer
medical records or notes of other mental health
team members.
• Informal discussions may occur between
consumer peer workers and the mental health
team.

Therefore, the current study proposes that consumer peer workers can have an
integrated or complementary role in relation to the mental health team. Table 4 summarises
these two models of peer support for BPD that were discussed by participants. This model is
consistent with previous research which suggests that consumer peer workers can have an
integrated or complementary role in mental health services (Billsborough et al., 2017; Pitt et
al., 2013). Organisations that adhere to either of these peer support models may benefit by
providing consumer peer workers, other staff, consumers, and carers clarity regarding the
consumer peer worker role. Previous research has acknowledged the importance of
organisations clearly defining the consumer peer worker role and distinguishing the role from
non-peer roles (Cabral et al., 2014; Hurley et al., 2018). Role clarity within the mental health
team may help consumer peer workers feel more valued and understood by non-peer staff
(Gillard, Holley, et al., 2015), potentially reducing mistreatment and stigmatisation of
consumer peer workers (Asad & Chreim, 2016). In the absence of a defined model of peer
support in an organisation, the shared lived experience that consumer peer workers offer may
not be utilised, undermining the purpose of peer support (Beales & Wilson, 2015; Stratford et
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al., 2017). Therefore, when implementing either model, it is important for organisations to be
guided by peer support principles (Gillard et al., 2017; Stratford et al., 2017). In addition,
discussing the model with prospective and current consumer peer workers at an organisation
may be important to determine whether the model corresponds with the consumer peer
worker’s values regarding peer support (Gillard et al., 2017). It is also imperative that
services evaluate the effectiveness of an integrated or complementary model, including
evaluating consumer outcomes and the relationship between consumers and consumer peer
workers before and after a model is introduced. Following these analyses, we then pulled
together a set of statements and probes for services to consider in establishing a peer
workforce for BPD. Table 5 outlines these recommendations for services to support peer
work for consumers with BPD and their carers.
Table 5
Recommendations for Services to Support Peer Work for Consumers with Borderline
Personality Disorder and Their Carers
1. Evaluate an organisation’s workplace stigma toward borderline personality disorder
and consider altering if required before the introduction of consumer peer workers and
carer peer workers.
2. Inform the development and delivery of peer support based on peer support principles
and the values of consumer peer workers and carer peer workers. Ensure duty of care
and confidentiality codes are in place to guide practice.
3. Clarify the consumer peer worker and carer peer worker role in collaboration with the
peer worker, including whether consumer peer workers support carers and carer peer
workers support consumers. Discuss the consumer peer worker and carer peer worker
role with members of the mental health team, consumers, and carers.
4. Clarify whether a complementary or integrated model of peer support will be used. For
either model, clarify the selection criteria for consumer peer workers and carer peer
workers, and how consumer peer workers and carer peer workers will be trained and
supervised.
5. Consider hiring multiple consumer peer workers to provide consumers with options to
select a consumer peer worker.
6. Consider including peer support in treatment plans for consumers.
7. Consider offering support to consumers from both consumer peer workers and mental
health professionals.
8. Consider increasing the accessibility of peer support, and make professionals aware of
peer support options to inform referrals.
9. Consider organising consultation and supervision between consumer peer workers,
carer peer workers, and mental health professionals.
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Limitations and Future Research
This study used a purposive sampling technique, which may have produced a biased
sample (Geddes et al., 2018). Although we looked for leaders in the field, we are unsure how
representative the views of these participants are compared to other consumers, carers, and
mental health professionals. In addition, the majority of participants were female, including
all consumer participants. Notwithstanding these limitations, the sample was drawn from
diverse backgrounds, and thus provided rich and compelling perspectives on peer support for
BPD, including lived experience perspectives. The developed recommendations for services
synthesized important considerations in regards to the role, tasks and support provided to
consumer peer workers and carer peer workers. Future research evaluating peer support
services for BPD may explore the two models of peer support for BPD, evaluate the
implementation of the aforementioned recommendations, provide information on how peer
support for BPD is related to recovery oriented outcomes, and investigate how peer support
for BPD differs from support provided by mental health professionals (Gillard, 2019; King &
Simmons, 2018).
2.7 Conclusion
This study explored models and perceptions of peer support for BPD through the
perspectives of consumers, carers, and mental health professionals. Previous research has not
specifically explored perceptions of peer support for BPD, and the current findings show how
peer support may benefit consumers with BPD and their carers. In addition, the findings
indicate the importance of workplaces valuing and providing supervision to consumer peer
workers with a lived experience of BPD due to stigma toward BPD. It is recommended that
organisations clarify whether the consumer peer worker has an integrated or complementary
role in relation to the mental health team, in collaboration with the preferences of consumer
peer workers.
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Chapter Three:

Study Two: Peer support for consumers with borderline personality disorder: A
qualitative study

This study has been published as a paper in the journal Advances in Mental Health. Minor
modifications have been made to the paper to fit with the thesis review process.

Barr, K. R., Townsend, M. L., & Grenyer, B. F. S. (2021). Peer support for consumers with
borderline personality disorder: A qualitative study. Advances in Mental Health, 1-12.
https://doi.org/10.1080/18387357.2021.1997097
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3.1 Preface
While Study One explored how peer support for BPD might work and built theory
around the topic, Study Two was undertaken to investigate the application of peer support for
BPD. The study analysed the experiences of peer workers providing peer support, the
consumers receiving peer support, and the clinicians working alongside peer workers.
Study One found that peer support for BPD may provide consumers with hope and
validation based on the peer worker’s lived experience, and more research was required to
determine whether peer support was beneficial for consumers with BPD. In addition, research
was needed to determine how peer support differs from clinical support for BPD. Study One
also showed that peer support may benefit peer workers by allowing them to give back by
using their own experiences to help others but may also challenge peer workers due to
workplace stigma and difficulties establishing boundaries. Further, Study One indicated how
clinicians may benefit from working with peer workers, including increased awareness of
recovery oriented language. Therefore, more research was needed to learn what specific
benefits and challenges peer workers may face when working with consumers with BPD, and
what benefits and challenges clinicians may encounter when working alongside peer workers
with lived experience of BPD.
Study Two investigated how peer support may be beneficial or challenging for
consumers with BPD, peer workers and clinicians, and how the support from a peer worker
may differ from the support of a clinician. The study examined peer support for BPD in five
mental health settings from the perspectives of consumers, peer workers, and clinicians.
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3.2 Abstract
Objective: Peer support may be a valuable way to support recovery in borderline
personality disorder (BPD). This study investigates the role of peer workers in services
supporting consumers with BPD. Method: We studied peer work delivered in five different
types of mental health services, including outpatient mental health and independent peer-run
services. Surveys were conducted with peer workers (n = 5), consumers of the peer work (n =
14) and clinicians in the same service (n = 4). Qualitative responses were analysed using
interpretative thematic analysis. Results: Consumers with BPD receiving peer support
benefitted by feeling understood, hopeful and less isolated. Peer workers were described as
role modelling a meaningful life, understanding the unique experiences associated with BPD,
and providing skills in the context of their own personal experiences. Peer workers providing
peer support benefitted by being reminded to practise their own wellbeing skills, and
experienced challenges when responding to consumer risk and trauma experiences. Clinicians
increased their understanding of BPD through discussions with peer workers. Discussion:
Findings show evidence regarding the unique contributions of peer support for consumers
with BPD. Challenges were experienced by peer workers, and they recommended peer
supervision being more accessible and available. Future research is required to evaluate
mechanisms in peer support that contribute to recovery in consumers with BPD.
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3.3 Introduction
Borderline personality disorder (BPD) is characterised by challenges with emotions,
relationships and identity (Grenyer, 2013). Psychotherapies are available for the treatment of
BPD (Storebø et al., 2020), although consumers with BPD are not always provided evidencebased care (Lamont & Dickens, 2019). Consumers describe how recovery from BPD
involves engaging in meaningful activities and relationships which provide connection and
space to practise skills (Ng et al., 2019). Previous research shows that peer support may be an
important way to help consumers with BPD by connecting them in a meaningful relationship
with a peer worker and providing opportunities to work on skills (Barr, Townsend, et al.,
2020).
Peer support involves peer workers, people with lived experience of mental health
difficulties, providing support to other people with mental health difficulties (Davidson et al.,
2006). Peer workers may work in conventional mental health organisations or independent
peer-run services (Davidson et al., 1999). While some peer workers prefer working with
clinicians to reform mental health services, others work without the direct influence of
clinicians. Peer support principles are recommended to guide peer support, including
establishing safe relationships built on shared experiences, mutuality and reciprocity, and
empowering peer workers to have choice when providing peer support (Gillard et al., 2017).
Peer workers can provide support to consumers in various ways, including advocating
for consumer needs (Jacobson et al., 2012). Quantitative research with low to moderate
quality evidence indicates that consumers may have similar outcomes when support is
provided by peer workers or clinicians (Pitt et al., 2013). However, previous research does
not specify what peer workers do or how support provided by peer workers differs from
support provided by clinicians (Gillard, 2019). Qualitative research shows that peer workers
and clinicians working alongside peer workers can benefit from the peer worker role
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(MacLellan et al., 2015). However, peer workers also experience challenges in their role
including stigmatisation (MacLellan et al., 2015; Moran et al., 2013). Interviews with
consumers, carers and clinicians and audio recordings of a peer support group show that peer
support may benefit consumers with BPD (Barr, Townsend, et al., 2020; Bond et al., 2019).
More research is required to confirm these benefits and to understand how peer support
differs from clinical support. Recommendations advise the inclusion of lived experience and
clinician perspectives in BPD research (Grenyer et al., 2017).
The current study investigated the peer worker role in BPD services from the
perspectives of peer workers, consumers and clinicians. The study aimed to determine the
benefits, challenges and unique contributions regarding the peer worker role for consumers,
peer workers and clinicians. In line with recommendations (Gillard, 2019; King & Simmons,
2018), a comparative case study design with qualitative methods was used to facilitate an indepth exploration (Yin & Campbell, 2018).
3.4 Method
3.4.1 Participants
Peer workers with lived experience of BPD were purposively selected from five
mental health services, including three outpatient mental health services (i.e., Site 1, 2 and 3)
and two independent peer-run services (i.e., Site 4 and 5). At Sites 1 and 4, skills-based
groups for BPD were facilitated by a peer worker through videoconference. A support group
for BPD was facilitated by a peer worker at Site 5. At Sites 2 and 3, peer workers provided
various services, mostly in one-on-one meetings. At each service, the peer worker participant
was asked to present a flyer invitation to consumers with BPD they supported and, if
applicable, to their clinician colleagues. Interested consumers and clinicians emailed the
research team to receive information about the study. One of the peer workers had previously
participated in Study One, and all other participants had no previous participation. Five peer
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workers, 14 consumers and four clinicians participated in the study (N = 23). The peer worker
participants (n = 5) were all female, had a mean age of 33 (SD = 4.4), and averaged four
years (SD = 2.1) of experience as a peer worker. Consumer participants (n = 14) were all
female, had an average age of 36.2 (SD = 9.2) and averaged a score of 7.3 (SD = 2.5) on the
McLean Screening Instrument for Borderline Personality Disorder, indicating BPD
symptomology (Zanarini et al., 2003). The clinician participants (n = 4) were predominately
female (75%), had a mean age of 36.9 (SD = 8.7) and included two occupational therapists
and two nurses. Consumers and peer workers were compensated for participation.
3.4.2 Procedure
The University of Wollongong Social Sciences Human Research Ethics Committee
provided ethics approval (2019/350). All participants provided written informed consent and
completed online questionnaires. Consumers responded to four questions regarding details of
the peer support service as reported in Table 6 (Appendix 3). Open-ended qualitative
questions investigated the participants’ experiences of peer support. Different questions were
completed by peer workers, consumers and clinicians using free-text responses (Appendix 46). Questions developed by the authors and informed by previous research (Gillard, 2015;
Reidy & Webber, 2013) explored how peer support was helpful for consumers, how support
for consumers provided by peer workers differed from support provided by clinicians, how
providing peer support influenced the recovery of peer workers and how clinicians were
affected by the presence of peer workers. The questions were not piloted prior to the study,
and they were not codesigned. Peer workers completed seven questions (e.g., “How has
providing peer support influenced your personal recovery?”), consumers completed eight
questions (e.g., “In what ways was your peer worker’s role different to the role of other
health professionals?”), and clinicians completed eight questions (e.g., “How has having the
peer worker at your service influenced your perspective of BPD?”). The word count from all
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qualitative questions were summed together per participant. Length of response can provide
information regarding the quality of responses, where longer responses indicate greater
quality, and whether nonresponse error was involved (Denscombe, 2008; Meitinger et al.,
2021). Response length for all questions combined ranged from 4 to 1778 words with a
median of 222 words. Some participants chose not to respond to all qualitative questions.
3.4.3 Data Analysis
Data analysis occurred by triangulation where the different peer work sites were
analysed individually and as a whole (Yin & Campbell, 2018). Using a constructivist
orientation, the lived experience of participants was considered and interpretative thematic
analysis was performed (Braun et al., 2019; Schwandt, 2000). Following repeated reading of
the data, one researcher coded participant responses into nodes using NVivo 12. Nodes with
conceptual similarities were combined to generate themes. During the coding process, the
research team had several discussions regarding the candidate themes, and themes were
revised to reflect participant responses and coded data. Final themes were named to
succinctly reflect the theme’s content. The research team had previous experience conducting
qualitative research in mental health settings and included two members with PhDs and one
PhD candidate. Themes were shared with all participants to ensure alignment with
participants’ lived experience, and altered according to minor feedback from the three
respondents to increase recovery oriented language.
3.5 Results
The characteristics of the peer support provided by peer workers are outlined in Table
6.
Table 6
Characteristics of Peer Support Provided
Total (n = 14)
n (%) or M (SD)
Types of peer support provided
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Shared experiences of social and emotional distress
Shared personal use of skills
Information about services (e.g., psychologist)
Information about resources (e.g., websites, books)
Social activities (e.g., exercising, visiting café)
Art-based skills or activities
Education about BPD
Number of times spent with peer worker
Frequency of time spent with peer worker
Once a week
Once every two weeks
How time spent with peer worker was chosen
Peer worker decided
Peer worker and consumer decided together
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10 (71.4%)
12 (85.7%)
5 (35.7%)
9 (64.3%)
1 (7.1%)
8 (57.1%)
11 (78.6%)
6.2 (2.3)
13 (92.9%)
1 (7.1%)
8 (57.1%)
5 (35.7%)

Perspectives of consumers and peer workers:
Hope and skills to manage mental health are promoted in consumers through authentic,
validating, mutual interactions with peer workers
The shared views of consumers and peer workers developed an overarching theme
encompassing how hope and skills are promoted in consumers through mutual interactions
with peer workers. Several sub-themes are described below.

Consumers experience hopefulness through peer workers holding hope and modelling a
meaningful life
Participants shared how consumers experience hope through peer workers role
modelling a meaningful life while living with BPD. “I had never met someone with BPD who
was successfully working, studying and living a meaningful life. It gives me hope that it is
possible for me too” (Consumer 6). This was contrasted to other messages that consumers
had received that one cannot recover from BPD. Consumers shared how hearing that peer
workers managed current challenges provided hope for their recovery. “She (peer worker)
too still has bad days which makes me feel better about mine” (Consumer 13). One peer
worker described how clinicians may doubt recovery, whereas they held unwavering hope. “I
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hold hope… When you have personally experienced and survived something… only then can
you honestly stand up and say without doubt that it can be done” (Peer Worker 5).
Peer workers share BPD knowledge and personal skills to manage mental health
Participants described how peer workers provide skills, including dialectical
behaviour therapy (DBT) skills using verbal and art-based methods. The skills provided by
peer workers helped consumers understand the connection between their thoughts, emotions
and behaviours. “Learning to recognise and label my emotions… has been super helpful and
I wouldn't have been made aware of that to the extent I am, if not for the activities
surrounding chain analysis and drawing stories” (Consumer 8). The personal examples of
skills used by peer workers to manage mental health challenges were particularly helpful to
consumers, differentiating peer workers from clinicians. “I think the most helpful thing I've
found is my peer support worker sharing how she uses the DBT skills in her daily life... It's a
lot more relatable… (than) a psychologist or psychiatrist giving out advice” (Consumer 6).
Participants shared how peer workers helped consumers understand and positively reframe
the BPD diagnosis.

Consumers feel understood in their experiences of BPD due to the similar lived
experiences of peer workers
Participants shared how peer workers share similar experiences as consumers which
can help consumers feel understood and accepted. “I can't state enough how powerful the
‘me too’ feeling is” (Consumer 13). Peer workers were described as understanding the unique
experiences associated with BPD. “No two people (with BPD) present the same yet we share
a commonality and respect for each other’s experiences and struggles” (Consumer 6). The
lived experience of peer workers fostered a non-judgemental approach towards consumers
and helped consumers feel less isolated. “For the first time truly being understood and not
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judged about my diagnosis” (Consumer 1). Peer workers were differentiated from clinicians
due to their ability to understand consumer experiences based on lived experience and not
referring to clinical training or textbook knowledge. “She (peer worker) had invaluable lived
experiences of BPD which is an asset to her role that other health workers don't have”
(Consumer 2).

Interactions with peer workers are experienced as more authentic and less hierarchical
All participants described how peer workers have more personable and authentic
interactions with consumers compared with clinicians. Many consumers described being
more relaxed and able to trust and open up to a peer worker due to their lived experience and
authentic approach. “I'm more relaxed with her (peer worker) because I feel she is more
empathic and understands on a personal level what we (consumers) are going through”
(Consumer 10). Some consumers acknowledged that both peer workers and clinicians are
supportive and non-judgemental, have a duty of care and uphold confidentiality. Many
participants described how interactions between consumers and peer workers are less
hierarchical compared with clinicians, helping consumers be comfortable. “I find consumers
are much more comfortable talking with me and being open and honest because I share my
experiences and we meet on a mutual level of understanding” (Peer Worker 2). Mutuality
was described as contributing to equality between consumers and peer workers. “Mutuality…
makes it unique to the position... learning and gaining from one another is powerful” (Peer
Worker 3). Having choice in their interactions with peer workers was important for
consumers and helped them feel comfortable. “In the past, it hasn't been my choice to talk to
psychiatrists or counsellors… thus I haven't felt comfortable… (the peer support) group has
been my choice to return to each week” (Consumer 8). Some consumers valued how peer
workers were contactable outside of scheduled appointments. “She (peer worker) often
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makes sure I know… (to) reach out at any time…. I think just having that option… is
incredibly helpful” (Consumer 9). Several consumers were unsure about how peer workers
were similar to clinicians or thought they were not similar. One consumer described how a
peer worker differed from clinicians because clinicians can provide diagnoses and
medication.
While one consumer described appropriate boundaries with the peer worker, another
was uncomfortable with the boundaries set with the peer worker. “I personally believe some
of the boundaries need to be better maintained. There were a few things I found
uncomfortable” (Consumer 6). Two participants described how clinicians had a role in
managing consumer risk whereas this was not necessarily the role of peer workers. “I would
not speak to my peer worker if I was in distress” (Consumer 12).

Desire for more availability and accessibility of peer support
Participants suggested increasing the availability and accessibility of peer support,
including having more full-time peer workers. Consumers desired more time with peer
workers, including one-on-one interactions. “To access ongoing peer support rather than just
for the 10 weeks I believe would make a big difference to my wellbeing” (Consumer 14).
Many consumers reported that there was nothing unhelpful about peer support. One
consumer stated, “The only unhelpful thing I have found is that I didn't know that it was ‘a
thing’ sooner” (Consumer 8). Another consumer described a limitation that, “She (peer
worker) is based in a clinical building so it must be hard for her to have a holistic approach”
(Consumer 11). When peer support services were delivered online, consumers expressed
preferring face-to-face peer support. “It has been difficult to establish a good relationship as
we are in a group setting and currently meeting via videoconferencing due to COVID-19”
(Consumer 3).

PEER SUPPORT FOR BPD

105

Perspectives of peer workers and clinicians:
The following themes were derived from the views of peer workers and clinicians.
Providing peer support can diminish and enhance peer worker wellbeing
Peer workers described challenges listening to consumer trauma experiences and
working with consumers at risk of self-harm and suicide, including witnessing self-harm. “I
experience vicarious trauma listening to consumers trauma stories” (Peer Worker 4).
Challenges establishing boundaries with consumers were experienced by peer workers. “So
much of our community networks… may involve the very same people we have worked with,
so constantly re-examining your boundaries is a challenge” (Peer Worker 3). One peer
worker shared how she is not negatively affected by interactions with consumers. “I have
strong and strict boundaries… I am not triggered by the trauma stories of others, as I have
processed and continue to openly process my own challenges” (Peer Worker 5). Some peer
workers described difficulties within their relationships with consumers, including challenges
understanding different experiences from their own and experiencing consumers’ anger. “I
have been on the receiving end of angry outbursts. I can become frustrated and burnt out”
(Peer Worker 4).
Peer workers described feeling valued when using their strengths to support others. “I
know that what I'm doing is helping people and that they value me” (Peer Worker 5).
Supporting others helped peer workers find a new perspective on their experiences. “It has
given me the ability to make sense of my experience and make positives from such negatives”
(Peer Worker 3). Learning skills and resources from consumers was valuable for peer
workers. “I have gained so much knowledge and extra resources for my own recovery from
the people I have worked with” (Peer Worker 3). Supporting consumers reminded peer
workers to maintain their wellbeing. “Supporting people to find the skills that work for them
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has led to me implementing more skills to manage my own challenging experiences” (Peer
Worker 2).
Peer workers influence clinicians to have greater understanding of BPD and improve
support for consumers
Peer workers were described as providing greater understanding to clinicians about
what living with BPD is like. “Our peer worker provides insight, wisdom and experience in
understanding the journey of our consumers” (Clinician 2). Clinicians obtained hope for
recovery from BPD through interactions with peer workers. “(Peer workers) have
encouraged staff to always be considerate of their attitudes towards consumers and to always
hold hope for the future” (Clinician 3). The skills and experiences of peer workers were
described as contributing to more effective services and increasing clinician accountability.
“Our peer workers bring excellent skills in utilising tools to manage distress and expressive
approaches via art that I feel is beneficial to consumers of our service” (Clinician 4).
Participants described how peer workers influenced organisations and clinicians to hold less
stigma towards BPD. “With it (peer support) comes less stigma, language changes and
attitude changes towards consumers” (Peer Worker 2). Some participants acknowledged how
challenging stigma in the workplace can be difficult for peer workers. “Working in the same
area as case managers has been very challenging for our peers and clinicians. It offered the
opportunity for poor practise and stigma to be challenged but can also be a toxic
environment for our peers” (Clinician 1).

Clinicians and peer workers experience unique challenges and benefits from working
together
Two clinicians described challenging interactions between clinicians and peer
workers when peer workers were previously consumers at an organisation. “Some staff have
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had traumatic experiences whilst supporting a consumer in distress and then been faced with
working with them as a member of staff. This has caused distress for the staff and the peer
worker” (Clinician 1). Two peer workers described positive changes within their organisation
whereby clinicians became more open about their challenging experiences, including “their
own mental health struggles” (Peer Worker 4).

Peer workers feel unsupported when systems, organisations and clinicians do not
understand, include and value peer support
Participants shared challenges when clinicians exclude peer workers from supporting
consumers and ignore the suggestions of peer workers. “Unsupported- When I am not valued
or my suggestions are not taken seriously because I am a peer worker. When I am excluded
from the person’s journey because I don't hold the level of qualification they (clinicians)
believe is needed” (Peer Worker 2). One peer worker reported, “I felt unsupported as
professionals were asking me to go outside my job role, which led to me feeling burn out”
(Peer Worker 1). Limited work opportunities, funding and training were described as
challenges for peer workers. “It is also very frustrating and stigmatising that peer roles are
only ever offered as part-time positions” (Peer Worker 3). One peer worker described an
absence of funding for peer support programs outside of conventional health services. “None
of them (organisations) have ever financially supported me to provide peer support” (Peer
Worker 5). Peer workers described how they require increased supervision to support their
mental health. “I have little support/supervision… This has caused me to have lapses with my
mental health that I don't think would have happened otherwise” (Peer Worker 4). Peer
workers shared how they desire supervision from another peer worker. “I do not have access
to my own peer clinical supervisor who shares my diagnosis” (Peer Worker 5). Experiencing
stigma towards BPD, including some clinicians viewing BPD as untreatable, was challenging
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for peer workers. “My biggest challenges come from the nurses and case managers working
with this group of consumers. The stigma is still very strong” (Peer Worker 2).
In contrast, peer workers described feeling supported when their ideas and knowledge
were incorporated into services, when clinicians wanted to hear about their interactions with
consumers and when they were offered supervision. “When clinicians… asked for your
professional opinions, support and ideas around best practice, treatment, referral ideas, this
makes me feel valued” (Peer Worker 2).
3.6 Discussion
The current study investigated the peer worker role in BPD services from the
perspectives of peer workers, consumers and clinicians. Benefits for consumers receiving
peer support included feeling understood and learning skills to support their recovery. Peer
workers benefitted from providing peer support by finding new perspectives on their
experiences. Clinicians gained a greater understanding of BPD by interacting with peer
workers. Differences between peer worker and clinician roles included peer workers
providing hope through role modelling and providing skills based on their experiences.
The benefits of peer support for consumers with BPD, including consumers feeling
hopeful and less isolated, are consistent with prior research (Barr, Townsend, et al., 2020;
Bond et al., 2019). The support provided by peer workers was differentiated from support
provided by clinicians in various ways. Peer workers provided hope through role modelling
recovery, understanding the unique experiences associated with BPD, providing personal
skills and knowledge related to BPD and authentically connecting with consumers with less
power imbalance, confirming prior findings (Barr, Townsend, et al., 2020). The results
provide evidence to reinforce peer support mechanisms of change suggested by Watson
(Watson, 2019), including peer workers having emotional honesty which connects them with
consumers. Some participants described how peer workers had a different role in managing
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risk compared with clinicians, aligning with previous research (Holley et al., 2015) and
highlighting the importance of organisations outlining a peer worker’s role in risk
management. Consumers had varied experiences of boundaries with peer workers,
underlining how peer workers should be mindful of and inform consumers of their
boundaries (MacLellan et al., 2015).
Peer workers benefitted from practising skills with consumers and receiving new
skills from consumers, consistent with previous research (MacLellan et al., 2015) and
showing the importance of mutuality and reciprocity (Gillard et al., 2017; Mead, 2014).
Challenges experienced by peer workers included listening to traumatic experiences and
responding to suicide risk and heightened emotions of consumers, consistent with previous
research (Moran et al., 2013). This finding may be particularly important for peer support in
BPD due to prevalence of overwhelming feelings, traumatic experiences and suicidal
behaviours in this population (Blasczyk-Schiep et al., 2018). One peer worker set boundaries
and processed personal experiences to reduce challenges when working with consumers,
emphasising the importance of offering peer workers opportunities to work through their
prior experiences and receive appropriate training and supervision (Holley et al., 2015). Peer
workers also faced challenges when their opinions and experience were not valued and
considered by clinicians. This finding concurs with previous recommendations to address
workplace stigma towards BPD and for peer workers and clinicians to consult with one
another (Barr, Townsend, et al., 2020; Byrne et al., 2019). Increasing the availability and
accessibility of peer support for BPD and the employment of peer workers with lived
experience of BPD was emphasised by participants, congruent with previous research (Barr,
Townsend, et al., 2020). This study also highlighted how some consumers prefer face-to-face
peer support compared with videoconferencing.
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Peer workers expressed the importance of peer workers receiving supervision and
how this is not always available, despite best-practice recommendations (Gillard et al., 2017).
Research shows that peer workers are more satisfied when supervision is provided by another
peer worker (Scanlan et al., 2020). Peer workers may experience challenges when they
transition to a supervisory role, including distance in personal relationships with other peer
workers (Jenkins et al., 2020). Providing support to supervisors who are peer workers may be
helpful, such as creating a network of peer worker supervisors.
The study includes examples of peer support for BPD delivered in independent peerrun settings and conventional outpatient health services. Offering peer support in both
settings may provide consumers more choice in the type of peer support they receive and
opportunities for peer workers to have a role that aligns with their values (Jones et al., 2020).
More research is required to compare peer support at independent peer-run services and
health services to determine how both types of services can contribute to treatment for BPD.
Several limitations are present in the current study. The sample size was small and
diverse, particularly regarding peer workers. Results may reflect individual views that cannot
necessarily be generalised to all peer workers. All consumers and peer workers who
participated were female. It is unclear whether people with other genders have different
experiences of peer support. Furthermore, clinician participants were nurses and occupational
therapists; perspectives from other clinicians (e.g., psychologists) were absent. The use of
questionnaires also led to some brief responses and an inability to seek elaboration.
This study provides evidence that peer support is beneficial for consumers with BPD
and for peer workers with lived experience of BPD. Peer workers provide unique
contributions to the treatment of BPD, and findings highlight the importance of organisations
providing financial support, supervision and increased employment opportunities to peer
workers with lived experience of BPD. Future research may evaluate how peer support
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contributes to recovery in BPD and whether peer workers in clinical settings are able to work
in accordance with peer support principles (Gillard et al., 2017). Moreover, future research
could explore why clinicians learned more about BPD from peer workers.

Chapter Four:
Study Three: The carer peer worker role in borderline personality disorder services: a
qualitative study
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4.1 Preface
Study One explored how peer support might be helpful for carers supporting
consumers with BPD. In Study One, carers described how receiving emotional and
informational support from a carer peer worker may be beneficial for their wellbeing. While
Study Two investigated how the role of consumer peer workers may differ from clinicians,
the role of carer peer workers was not examined. Neither Study One or Two explored the
benefits and challenges for carer peer workers and how this role differed from clinicians or
clinicians perspectives working alongside carer peer workers. Therefore, Study Three was
done to examine the role of carer peer workers in practice from the perspectives of carers
receiving peer support, carer peer workers providing peer support, and clinicians working
with carer peer workers.
The purpose of Study Three was to evaluate the unique contributions of carer peer
workers, compared with clinicians. Further, Study Three evaluated how carer peer support
may bring benefits and challenges to carers with lived experience of supporting a consumer
with BPD, carer peer workers and clinicians at five mental health settings.
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4.2 Abstract
Background: Peer support may be an important way to support recovery in borderline
personality disorder (BPD). Family members are carers who have lived experience with a
relative with BPD. Carer peer workers share this lived experience with other family members
and consumers with BPD, however little research on this role has been undertaken. Method:
A comparative case study design was used to explore the carer peer worker role at five
services. Questionnaires were completed by consumers, family members, carer peer workers
and clinicians (N = 24). Qualitative responses were analysed using interpretative thematic
analysis. Results: Participants described how the lived experience of carer peer workers
allows family members and consumers to feel understood in their experiences of BPD.
Family members felt they were not judged and could share more openly due to the
personable, reciprocal approach of carer peer workers, which differentiated carer peer
workers from clinicians. Carer peer workers also supported consumers and family members
by providing skills and resources based on their personal experiences. Carer peer workers
described benefitting from their role by finding purpose and insight in the carer role, as well
as challenges in hearing about similar experiences of family members. Recognition and
inclusion from clinicians and organisations were valued by carer peer workers. Greater
systemic support for carer peer workers was recommended, including increasing availability
of peer support and training and supervision for carer peer workers. Clinicians described
benefitting from the contributions of carer peer workers, including gaining insight to the carer
role and recovery in BPD. Conclusions: There was evidence that carer peer workers can play
a unique and valuable role in supporting consumers and family members with lived
experience of BPD. Integrating this role to support both consumers and family members and
align with the mental health service was recommended.
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4.3 Introduction
Peer support occurs when a person with lived experience of mental health problems
supports another person with similar problems (Davidson et al., 2006; Stratford et al., 2017).
Peer support can be provided by consumer peer workers with lived experience of mental
health difficulties, and carer peer workers with lived experience of supporting a consumer
with mental health difficulties (Peer Work Hub, 2019). Principles have been developed that
propose that peer support is based upon: mutuality, reciprocity, shared lived experiences,
experiential knowledge, peer workers having choice and control over the support provided
and peer workers using their strengths and being supported by others (Gillard et al., 2017;
Stratford et al., 2017). Consumer and carer peer workers can hold voluntary or paid positions
in various settings and may work alongside a range of clinicians including psychiatric nurses
(Cleary, Raeburn, West, et al., 2018; Davidson et al., 2006; Slade et al., 2014). The support
provided by peer workers varies and may include advocacy, education or emotional support
(Jacobson et al., 2012; Visa & Harvey, 2018). Previous research on peer support
predominately focuses on consumer peer workers and their role in supporting consumers with
severe mental illness (King & Simmons, 2018; Lloyd-Evans et al., 2014).
Several studies have investigated support provided by carer peer workers. Group
programs facilitated by carer peer workers for family members supporting consumers with
mental health challenges have shown significant reductions in carer distress, worry and
tension (Schiffman et al., 2015; Stephens et al., 2011). Family members who received
support from a carer peer worker reported feeling reassured and receiving education about
mental health (Visa & Harvey, 2018). Carer peer workers may play a particularly valuable
role in supporting family members with lived experience of borderline personality disorder
(BPD) (Barr, Townsend, et al., 2020).

PEER SUPPORT FOR BPD

115

BPD is a complex mental health problem affecting approximately 2% of the
population (Winsper et al., 2019) marked by challenges with identity, relationships, affect
and impulsivity that can respond well to psychotherapies (Grenyer, 2013). High stress and
poor wellbeing are often found in family members supporting consumers with BPD (Bailey
& Grenyer, 2014). Studies have reported how family members supporting a consumer with
BPD may not receive support from clinicians (Dunne & Rogers, 2013; Lamont & Dickens,
2019) and recommend that family members are acknowledged by clinicians and involved in
consumer treatment, to support consumers and family members (Barr, Jewell, Townsend, et
al., 2020; Lamont & Dickens, 2019).
Group programs facilitated by clinicians or carer peer workers have been developed
for family members supporting consumers with BPD (Flynn et al., 2017; Grenyer, Bailey, et
al., 2018; Sutherland et al., 2020). Such programs provide psychological education about
BPD, skills to help family members interact with their relative, and mutual support from
other group members. Group programs have been demonstrated to improve carer stress,
depression, and relationships with consumers (Flynn et al., 2017; Sutherland et al., 2020). In
a randomised control trial, relationship quality, family empowerment, criticism levels and
emotional overinvolvement significantly improved in family members receiving a group
program, compared to a waitlist condition (Grenyer, Bailey, et al., 2018). It is unclear from
studies conducted to date which variables are accounting for these effects, such as the
specific skills taught or having a clinician or peer worker facilitator.
Peer support may also help the providers themselves. Consumer peer workers report
benefits to their personal recovery as using their previous challenges to help others can be
validating (Barr et al., 2021; Moran et al., 2012). However, consumer peer workers face some
further challenges in this role, such as being stigmatised by clinicians (Byrne et al., 2019;
Otte et al., 2020), despite their presence helping to change services and nursing practices to
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be more recovery-oriented (Byrne et al., 2018; Cleary, Raeburn, West, et al., 2018; Hurley et
al., 2018).
Given the paucity of research in this area, we aimed to study the carer peer worker
role from the perspectives of consumers and family members with lived experience of BPD,
clinicians, and the peer workers themselves. We were interested to discover the benefits,
pitfalls and unique contribution of this role for consumers, family members, clinicians and
peer workers. We chose a comparative case study design using qualitative methods as
recommended for studies of this type (Gillard, 2019; King & Simmons, 2018) to allow an indepth exploration (Yin & Campbell, 2018).
4.4 Method
4.4.1 Participants
In order to compare and contrast experiences of carer peer work, we chose five mental
health services where a carer peer worker was currently engaged. Two of the services were
outpatient carer peer support services located in a hospital setting which provided educational
group programs and one-to-one support. Two of the services were carer-led independent
peer-run services for family members which offered educational group programs and
individual mentorship. Another service was a carer-led independent peer-run service which
provided group dialectical behaviour therapy skills to consumers with BPD and a support
group for family members. The independent peer-run services operated from private
premises. Upon consenting to the study, the carer peer workers were asked to present an
invitation flyer to family members or consumers they supported with lived experience of
BPD. Carer peer workers at outpatient mental health services were also asked to present a
flyer to clinicians with whom they worked. Consumers, family members and clinicians who
were interested in participating contacted the research team and received information through
email. Previous participation was held by two of the carer peer workers who had also been
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interviewed in Study One. No other participants had previously participated in other studies
within this thesis. The final sample comprised the 5 carer peer workers, and commenting on
their services were 14 family members, 2 consumers and 3 clinicians (N = 24). The carer peer
worker participants (n = 5) were female, averaged 51.2 years in age (SD = 11.2), and had
worked as a peer worker for an average of 4.2 years (SD = 4.1). The family member
participants (n = 14) were female, with a mean age of 57 (SD = 7.9). Family members
identified as a parent (71.4%), spouse/partner (14.4%), sibling (7.1%), or child (7.1%) in
relation to the person with BPD they support. The consumer participants (n = 2) were female
with an average age of 32 (SD = 9.9). Consumers confirmed caseness for BPD and family
members confirmed BPD in their relative via their responses to the McLean Screening
Instrument for Borderline Personality Disorder (MSI-BPD) (Bailey & Grenyer, 2014;
Zanarini et al., 2003), where scores of 7 or above indicate likelihood of meeting BPD criteria.
The mean score on the MSI-BPD was 8.1 (SD = 1.7). All clinician participants (n = 3) were
psychologists with an average of 4.3 years of experience working with consumers with BPD,
2 were female, and they had a mean age of 32.7 (SD = 5.5).
4.4.2 Procedure
An institutional review board provided ethics approval, and all participants provided
written informed consent. Compensation was provided to all participants other than
clinicians. Consumers and family members completed questions regarding the peer support
they received as detailed in Table 7 (Appendix 3). Qualitative questions regarding
experiences of peer support were developed by the authors and informed by previous
research (Gillard, 2015; Reidy & Webber, 2013). All participants responded to seven or eight
qualitative questions, and questions differed slightly based on the participant type (Appendix
5-7). Questions explored what was helpful or unhelpful about peer support (e.g., “What have
you found helpful about the peer support services you have received from your peer
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worker?”), how peer support was similar or different from the support received by clinicians
(e.g., In what ways was your peer worker’s role similar to the role of other health
professionals?”), how providing peer support influenced peer workers (e.g., “What
challenges have you experienced when providing peer support to consumers with BPD or
family members supporting someone with BPD?), and how peer support influenced clinicians
(e.g., “How does the peer worker at your service influence the way you practise as a mental
health professional?”). Qualitative questions were open ended and responded to with free text
responses. Summing all questions together per participant to assess quality of responses
(Denscombe, 2008; Meitinger et al., 2021), qualitative response length ranged from 21 to 450
words with a median of 147 words.
4.4.3 Data Analysis
Qualitative questionnaires were analysed using a constructivist orientation to consider
the lived experience perspective of the participants (Schwandt, 2000). Interpretative thematic
analysis occurred following several steps (Braun et al., 2019). First, personally identifying
information was removed from the participant responses. Immersion in the data occurred by
repeatedly reading participant responses. Using NVivo 12, statements were coded into nodes,
and themes were generated from in-depth analysis of the data. Themes were altered as
necessary throughout the coding and theme development process. Discussions occurred
within the research team that ensured the codes and themes depicted participant responses.
Data were triangulated within and between cases to gain a comprehensive understanding of
responses from individual cases (Yin & Campbell, 2018).
4.5 Results
The characteristics of the peer support provided by carer peer workers are outlined in
Table 7. The most frequent types of peer support provided by carer peer workers included
sharing personal use of skills and coping strategies and providing information about
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resources. The amount of meetings with carer peer workers averaged about 11, and 7
consumers and family members had between 1 to 3 meetings. The majority of consumers and
family members met with their carer peer worker once a week or once a month, and how time
was spent (i.e., what consumers and family members did with their carer peer worker) was
most often collaboratively chosen between the carer peer worker and the family member or
consumer.

Table 7
Characteristics of Peer Support Provided to Family Members and Consumers
Total (n =16)
n (%) or M (SD)
Types of peer support provided
Shared experiences of social and emotional distress
Shared personal use of skills and coping strategies
Information about services (e.g., psychologist, housing program)
Information about resources (e.g., websites, books)
Social activities (e.g., exercising, visiting café)
Education about BPD
Number of times spent with carer peer worker mean (SD), Range
Frequency of time spent with carer peer worker
Multiple times a week
Once a week
Once every two weeks
Once a month
Other
How time spent with carer peer worker was chosen
Carer peer worker decided
Family member/consumer decided
Carer peer worker and family member/consumer decided together
Group meetings were scheduled by organisation

13 (81.3)
14 (87.5)
8 (50.0)
14 (87.5)
4 (25.0)
13 (81.3)
10.9 (13.9), 1-50
1 (6.3)
6 (37.5)
1 (6.3)
6 (37.5)
2 (12.5)
3 (18.8)
2 (12.5)
9 (56.3)
2 (12.5)

Qualitative Findings
Perspectives shared by consumers, family members, carer peer workers and clinicians
Several themes were recognised by all participant groups as described below.
Family members felt their role and experiences of borderline personality disorder were
understood due to the lived experience of carer peer workers
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Through the lived experience of carer peer workers, family members experienced
feeling understood in their unique role as a carer and in their experiences of caring for
someone with BPD. Due to similar experiences, family members felt that carer peer workers
had greater insight and understanding of their difficulties compared with clinicians.
“Others can be empathic and know all the theory, but until they have found their loved one
unconscious from an overdose or mopped up the blood from self-harming … they can't
understand what it is like” (Carer Peer Worker 2).
One carer expressed how her relationship with the carer peer worker was different
from relationships with clinicians because the carer peer worker was “more understanding
and did not run down the person with BPD” (Carer 4). In addition, family members
described how interacting with the carer peer worker helped them feel less alone. “Listening
to my concerns when there is no one else who actually ‘gets’ BPD. It is very lonely for family
members supporting a loved one as you feel you can’t burden others with your ‘woes’”
(Carer 14). Another family member expressed how the carer peer worker’s lived experience
allowed her to be more open. “You feel you can be more honest and won't be judged,
especially about some of the negative emotions you can feel as a carer” (Carer 1). Many
family members could not identify any unhelpful aspects of carer peer support.

The carer peer worker’s lived experience allows a warm, reciprocal approach
Participants described how a carer peer worker’s lived experience provides a
different, more equal approach compared with clinicians. “More of an equal approach rather
than a worker/client situation... The information and services provided were the same but the
approach made all the difference” (Consumer 2). While some participants acknowledged
how both carer peer workers and clinicians provide support and empathy, the approach of
carer peer workers was described as more warm and nurturing, including use of everyday
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language. “The relationship with health professional(s) is very sterile and professional, with
my (carer) peer worker it is much more informal, with a nurturing caring touch” (Carer 7).
Other family members did not think the relationship with a clinician was similar to a
relationship with a carer peer worker, including one family member reporting that her
relationship with her carer peer worker was differentiated from her relationship with
clinicians due to the support and trust she experienced. Consumers and family members
described how they felt that carer peer workers were genuinely interested in them, compared
with a more clinical, power imbalanced relationship held with clinicians. “I ran out of
funding and I realised (my carer peer worker) cared about me as a person rather than the
money she got off me” (Consumer 1). Family members reported that carer peer workers were
able to spend more time with them compared with clinicians, allowing them to talk openly,
ask questions, be listened to and feel valued. “She (carer peer worker) had more time to sit
with me and be available” (Carer 8). One carer described valuing how her carer peer worker
initiated contact with her. “I appreciated that she (carer peer worker) contacted me first. Out
of the blue came a phone call reaching out to me… Here was someone ringing to say can I
help you” (Carer 11). Participants expressed how the carer peer worker’s lived experience
also provided inspiration and “hope that the situation can improve” (Carer 2). Relaxed
boundaries used by a carer peer worker were unhelpful at times. One consumer reported that
“peer worker’s own personal distress can be very unsettling” (Consumer 2). Another carer
was concerned about the impact that sharing her story would have on the carer peer worker
and wanted to know that the carer peer worker was being supported. “I am concerned that my
sad story impacts on her (carer peer worker) even though I know she understands because
she has been there” (Carer 11).
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Listening to the personal strategies and resources used by carer peer workers is helpful to
family members and consumers
Many participants described how carer peer workers provided practical help and
education about BPD, including skills, strategies and resources. “Lots of resources to educate
me on how to communicate and implement boundaries to understand BPD” (Carer 9). Some
participants identified how carer peer workers and clinicians had similar roles in that they
both provide valuable information and resources. However, the greater knowledge and lived
experience of utilising the resources and services often differentiated the support from carer
peer workers from the support provided by clinicians. “My peer support worker was also
more aware of resources than my general practitioner or counsellor and this was
invaluable” (Carer 8). One carer described how the carer peer worker had a greater
understanding of how family members could be included in treatments for BPD, compared
with clinicians. “(Carer peer workers have) more understanding of the treatments and skills
that work. For example, that family members of the person experiencing BPD need to be
included in therapy and also be consulted and informed so that they can best assist the
person experiencing BPD” (Carer 3). Carer peer workers were also described as supporting
family members with “practical help with navigating the hospital system” (Carer 9). Skills
and strategies provided by carer peer workers were differentiated from skills provided by
clinicians because carer peer workers share how skills and strategies have been used in
personal situations. “I recall the feeling of validation when hearing the peer worker discuss
how she approaches and manages stressful situations” (Consumer 2).

Family members and consumers desired an increased availability, accessibility and
organisation of peer support services
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Many family members desired greater availability and accessibility of peer support
services, including during crisis situations. “More accessible in the community, that it didn't
take for an emergency to happen before family members can access them” (Carer 10).
Increased funding for peer support was recommended to increase accessibility. “More
funding to peer support services so that they can implement more programs to support family
members and subsequently persons experiencing BPD” (Carer 3). Several family members
desired more frequent interactions with their carer peer worker, particularly when carer peer
workers worked part-time. “Monthly meetings … are not enough. Weekly would be better”
(Carer 6). Participants also described the importance of clinicians connecting family
members to peer support services. “Clinicians need to be aware that the family members
need support just as much as their loved ones, and they need to be able to tell them where it
is available” (Carer Peer Worker 2). Consumers and family members also commented that
some carer peer workers require consideration about group processes, including improving
time management in group meetings by “ensuring all participants have the opportunity to
speak” (Carer 1).

Carer peer worker and clinician perspectives
The following section describes the themes from the views of carer peer workers and
clinicians.
Carer peer workers feel supported by clinicians when their role is recognised, valued and
incorporated
Carer peer workers described how they felt supported when their role was embedded
into mental health services. “Peer support is integral to service delivery and leads to better
outcomes for consumers and family members and is not a threat or contraindication to
clinical work” (Carer Peer Worker 3). Clinicians viewing carer peer workers as equals with
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valuable skills was important for carer peer workers. “Support in a clinical setting to me has
looked like equality, recognition of skills and co-contribution” (Carer Peer Worker 4). Carer
peer workers employed within outpatient services described challenges when their role is
excluded from specific mental health services or when peer support is added to services as an
afterthought. “Carer peer workers (are) still an afterthought in a lot of service delivery
planning or kept on the outer of clinical work” (Carer Peer Worker 3). Exclusion from mental
health teams and having their skills unrecognised were also difficult for carer peer workers.
Experiences of being undervalued and misunderstood by clinicians left carer peer workers
feeling unsupported, such as professionals not understanding that providing peer support can
be difficult. “If you look like you are doing well that it’s easy for others (professionals) to
forget that the work can be tough” (Carer Peer Worker 5).

Supporting others provides positive emotions and purpose and helps carer peer workers in
their caring role
Providing peer support to others was described as a way for carer peer workers to find
purpose and meaning in their difficult experiences. “I feel useful and what I have been
through can be used to help others, so maybe there was a reason I experienced all that
trauma” (Carer Peer Worker 2). Positive emotions and personal growth as a result of sharing
their experiences and supporting others were also reported by carer peer workers. “Disclosing
my carer lived experience as (a) direct part of my working role ... this in itself has been the
biggest influence, learning and growth in my own personal recovery” (Carer Peer Worker 4).
One carer peer worker described how her experience as a carer peer worker has positively
influenced her caring role and her relationship with the consumer she supports. “[I have] a
different perspective of how to best support the consumer” (Carer Peer Worker 3). Another
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carer peer worker described how her experience as a carer peer worker has helped her interact
with clinicians who support her daughter.

Carer peer workers may have difficulty maintaining their own wellness and supporting
others with similar experiences
Carer peer workers described how it can be difficult to maintain their wellbeing when
supporting others. Carer peer workers described difficulties hearing the experiences of other
family members, including challenges accessing mental health services and traumatic
incidents. “Hearing lots of very graphic stories many times over can bring me down and
cause me sleepless nights, I worry about my daughter doing what they are experiencing”
(Carer Peer Worker 2). Accepting people where they are at, particularly when they are “still
stuck after a long period of time” (Carer Peer Worker 5), was also difficult for carer peer
workers. One carer peer worker described how she was self-critical when providing peer
support and experienced feelings of inadequacy compared to clinicians. “A big challenge for
me was seeing myself as ‘equal’ to professionals” (Carer Peer Worker 1).

Increased systemic support, training and opportunities was recommended to support carer
peer workers
Greater systemic support for carer peer workers was requested, including having
more resources that they can connect family members to and increased funding for
supervision. “There really needs to be greater funding and support for peer workers, they are
a smaller workforce who often don't have access to supervision” (Clinician 1). One carer
peer worker reported how carer peer workers require more consistent training for different
peer workers within the same organisation. “I would like to see uniform training and
processes for peers in my organisation” (Carer Peer Worker 5). Another carer peer worker
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recommended increased opportunities for carer peer workers to study and work. “There
should be more of (peer support). More opportunities are needed for people in recovery to
work and study in peer work” (Carer Peer Worker 1).

Carer peer workers help clinicians and organisations understand BPD and the carer role
and hold hope for recovery
Clinicians described how working alongside carer peer workers helped increase their
hope for the consumers they support, changing their practice to be more recovery-oriented
and strengths based. “They assist me to hold hope for the consumers we work with”
(Clinician 1). Interacting with carer peer workers also helped clinicians understand “the role
family members play and impact on them” (Clinician 2). Receiving advice and having their
views of BPD challenged by carer peer workers was appreciated by clinicians. “Good at
calling the team out on transference issues and advocating for the consumers to hold us all
accountable in our treatment plans” (Clinician 1). One carer peer worker noticed a shift
within her organisation “in acknowledging that peer work is now being invested in, that it
holds value, and will be highly regarded into the future” (Carer Peer Worker 4).

Challenges arise when clinicians and carer peer workers have differences in opinion
Clinicians reported that challenges can arise when clinicians and carer peer workers
have different perspectives regarding treatment. “Working from different viewpoints can
cause differences of opinion in treatment” (Clinician 2). Further, differences in language use
were described as challenging and sometimes resulting in tension between and within mental
health teams. “Clinical language at times is different from peer workforce language and this
can be a source of contention” (Clinician 1). However, one clinician reported no challenges
regarding his work alongside carer peer workers.
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4.6 Discussion
This study illustrated the role, value and some potential pitfalls of carer peer work and
its impact on consumers, family members and clinicians. Findings showed that the lived
experience of carer peer workers allows family members to feel understood in their unique
experiences of caring for a consumer with BPD. In addition, carer peer workers were
differentiated from clinicians due to their sharing of personal experiences, strategies and
resources. Benefits and challenges of being a carer peer worker were described, including
finding meaning in difficult experiences. Following interactions with carer peer workers,
clinicians described changing their practice to be more sensitive towards consumers and
family members with lived experience of BPD.
In the current study, family members described being more honest about their
experiences and emotions due to the shared experiences of carer peer workers, which is
consistent with previous research on consumer peer workers (Pallaveshi et al., 2014). This
may be particularly important for family members with lived experience of BPD due to
stigma towards BPD (Ring & Lawn, 2019). Indeed, family members have experienced a nonjudgemental approach from carer peer workers, compared with others who may question their
responses to consumers (Barr, Townsend, et al., 2020). Compared with clinicians, all
participant groups described how carer peer workers have more reciprocal interaction with
family members and are perceived by family members as having more time for them, in line
with previous findings (Barr, Townsend, et al., 2020; Myers et al., 2015). While several
participants described clinicians as empathic and supportive, some family members did not
experience clinicians as supportive. Family members can experience clinicians as not being
sensitive to their needs (Lamont & Dickens, 2019; Skärsäter et al., 2018). It may be important
for clinicians and carer peer workers to work together to support family members, such as
sharing ideas of how best to interact with family members and clinicians referring family
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members to carer peer workers (Davis & Pilgrim, 2015). This study also indicates that
consumers can be supported by carer peer workers, although further investigation is required.
It is unclear whether the consumers in this study would prefer support from a consumer peer
worker.
Findings also help differentiate the support provided by carer peer workers compared
with clinicians. While both carer peer workers and clinicians provide skills and resources, a
unique contribution was provided through a carer peer worker’s personal use and greater
awareness of skills and resources (Byrne et al., 2018). In this way, carer peer workers may
have a unique role in connecting family members and consumers to specific mental health
resources and services (Visa & Harvey, 2018). Importantly, by utilising their own lived
experiences, carer peer workers can also help family members understand effective ways to
support consumers with BPD (Barr, Townsend, et al., 2020). Figure 1 outlines the differences
and similarities between the carer peer worker and clinician role.
Figure 1
A Comparison of the Carer Peer Worker and Clinician Role
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Participants described a need for increased availability and accessibility of support
provided by carer peer workers, including more frequent contact and more public awareness
of peer support services. Early connection between family members and carer peer workers
may help family members navigate mental health crises and the mental health system and
could be an important contribution to early intervention for BPD (Chanen & Nicol, 2021;
Visa & Harvey, 2018). In addition, greater funding and sustainable employment for carer
peer worker roles may help facilitate increased meetings between family members and carer
peer workers (Vandewalle et al., 2016).
Carer peer workers described how providing peer support may also contribute to their
wellbeing and recovery, including the provision of meaning and improvements in the
relationship with the consumer with BPD they support. Further, challenges experienced by
carer peer workers were identified, including listening to the similar experiences of others.
Therefore, carer peer workers and consumer peer workers may experience similar personal
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benefits and challenges in their role (Barr et al., 2021; Moran et al., 2012, 2013). Results also
highlighted the importance of clinicians and organisations valuing and including carer peer
workers in the planning and delivery of BPD services. Recommendations to increase
systemic support of carer peer workers included providing supervision and training, which
may help support carer peer workers when they experience personal challenges or challenges
in the workplace (Otte et al., 2020). Clinicians identified how they may have different
language use and treatment preferences compared with carer peer workers, possibly
contributing to carer peer workers feeling misunderstood or undervalued. Therefore, it may
be important for organisations to provide ways for clinicians and carer peer workers to work
in a complementary way where both clinical and lived experience perspectives are valued and
considered. For example, organisations could facilitate open conversations between clinicians
and carer peer workers regarding their perspectives of language and treatment to help them
come to a mutual understanding of one another. Additionally, findings revealed how carer
peer workers may influence clinicians to be more aware of recovery in BPD and the role of
family members, in line with previous research (Barr, Townsend, et al., 2020; Chisholm &
Petrakis, 2020). Recommendations for the carer peer worker role in BPD services are
outlined in Table 8.
Table 8
Recommendations for Establishing and Progressing Carer Peer Worker Roles Within Mental
Health Services for Consumers with BPD
1. Carer peer workers may have a role in providing emotional support, education and
skills related to BPD, and information about services and resources for BPD.
2. Open communication between carer peer workers and clinicians may help increase
understanding of lived experience and clinical roles and may help family members
access the support they need through referrals.
3. Greater systemic support of carer peer workers is required, including funding for
greater availability and accessibility of peer support services and increased training and
supervision for carer peer workers.
4. Early connection between family members and carer peer workers may be an important
way to support family members and consumers.
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There are several limitations with this study. All family member, consumer and carer
peer worker participants were female, potentially highlighting a need for gender diversity in
the carer peer workforce. Further, the purposive sampling technique used to recruit carer peer
workers may have resulted in biased results (Geddes et al., 2018). Additionally, only two
consumers and three clinicians participated, and all clinicians were psychologists, making it
unclear whether their perspectives were representative of other consumers and clinicians.
Another limitation was that the researchers were unable to seek elaboration on participant
responses. Future research is required to evaluate services provided by carer peer workers to
family members supporting consumers with BPD and to evaluate how clinicians and carer
peer workers can best work together to support family members.
This study examined the role of carer peer workers in services for BPD from the
perspectives of consumers, family members, carer peer workers and clinicians. Results
identified how carer peer workers enable family members to feel understood in their unique
experiences of BPD. This study highlights a need for greater systemic support of carer peer
workers, including increased availability and accessibility of peer support services and more
training and supervision opportunities for carer peer workers.
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Chapter Five:
Study Four: A pilot study of a peer worker and clinician co-facilitated group for
consumers with borderline personality disorder
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5.1 Preface
Study One and Study Two showed how peer support may be helpful for consumers
with BPD. The studies also described how consumer peer workers and clinicians may have
unique contributions in supporting consumers with BPD. For instance, peer workers may be
able to share skills based on their own personal experiences and clinicians may be able to
manage consumer risk. Further, previous literature has found that peer support does not treat
mental health symptoms in consumers with various mental health problems but may be able
to provide hope, increase engagement and support recovery. Based on the previous literature
and the studies described within this thesis, findings show that a combination of support from
clincians and peer workers may help consumers with BPD by treating mental health
symptoms and promoting recovery.
Study Four was undertaken to extend the findings from the three previous studies by
examining how a peer worker and clinician may work together to provide support to
consumers with BPD. Study Four evaluated a 6-session group for consumers with BPD that
was co-facilitated by a peer worker and a clinician. The study sought to investigate whether
the group could be helpful for consumers with BPD and what specific contributions the peer
worker and clinician co-facilitators brought to the group.
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5.2 Abstract
Background: Research suggests that peer support may be beneficial for consumers with
borderline personality disorder (BPD). As part of a stepped model of care, peer support may
be an important form of support for consumers with BPD. The current study evaluates a peer
and clinician facilitated group for consumers with BPD. Method: Six participants attended a
6-week peer-clinician recovery group, and completed pre- and post-questionnaires which
evaluated mental health symptoms and stage of recovery. In addition, qualitative questions
were completed by consumers following each group session and following the final session
to determine what was helpful about the group and to determine the unique contributions of
the peer worker and the clinician. The peer worker and clinician also completed
questionnaires following each session and after the final session. Results: Consumers
experienced benefits from the group including learning new skills and connecting with
others. Consumers described how the peer worker and clinician both interacted with them in
a positive way and provided practical skills. According to consumers, the peer worker
facilitator was different from the clinician facilitator due to lived experience which made
them relatable and understanding of BPD, helping consumers to open up in the group.
Individual ratings of mental health symptoms and recovery stages were mixed, although BPD
symptoms and recovery ratings improved for most consumers. The peer worker and
clinicians also described the benefits of having a peer worker facilitator, including providing
validation to consumers and building rapport by sharing personal experiences. According to
the peer worker, the benefit of facilitating with a clinician was the clinician’s ability to handle
risk and deliver psychological treatment. No adverse effects were reported by participants.
Discussion: Overall, this study shows that a peer-clinician recovery group for BPD is
experienced favourably by the consumers attending the group and the peer worker and
clinician facilitators. While benefits of the group were reported for consumers, this study was
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limited by a small sample size, and, therefore, findings are not generalisable to all consumers
with BPD. Therefore, future research is needed to evaluate the peer and clinician cofacilitated group with a larger sample size.
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5.3 Introduction
Borderline personality disorder (BPD) is a complex mental health problem where an
individual experiences difficulties with interpersonal relationships, emotions, self-image and
impulsivity (American Psychiatric Association, 2013). Approximately 10% of mental health
outpatients and 20% of psychiatric inpatients have a diagnosis of BPD (American Psychiatric
Association, 2013; Lewis et al., 2019). Stepped care approaches, where treatment is
coordinated based on an individual’s needs, are recommended for consumers with BPD
(Grenyer, 2014; Grenyer, Lewis, et al., 2018). As part of a stepped care approach,
psychological treatments can reduce BPD symptoms with small to large effects reported
(Cristea et al., 2017; Storebø et al., 2020). However, evidence suggests that various consumer
outcomes, such as psychosocial functioning, do not show clinically important improvement
following psychological treatment (Storebø et al., 2020), pointing to a need for additional
occasions of care for consumers. While treatments may reduce BPD symptoms, consumers
with BPD may continue to experience difficulties in social or functional abilities, such as
engaging in work or relationships (Gunderson et al., 2011; Miller et al., 2018). In addition,
consumers with BPD describe how recovery involves aspects other than symptom reduction,
including the development of meaningful relationships (Ng et al., 2019). Therefore, the
recovery of consumers with BPD may be enhanced by a stepped down model of support
following psychological treatment.
Limited research exists for step down treatment programs following psychological
therapy for BPD. An extended care option focused on psychological education and group
process has been developed for consumers with BPD who continue to experience difficulties
following standard care (Laporte et al., 2018; Paris, 2017). Consumers receiving extended
care have shown significant improvements in BPD symptomatology (Laporte et al., 2018).
Other stepped down approaches have been developed for consumers who complete

PEER SUPPORT FOR BPD

137

dialectical behaviour therapy (DBT). Dialectical Behaviour Therapy-Accepting the
Challenges of Exiting the System (DBT-ACES) is a 12-month program delivered following
standard DBT which provides consumers with BPD additional exposure to DBT skills and
strategies for gaining employment and leaving the mental health system (Comtois et al.,
2010). Consumers with BPD who have received DBT-ACES show increased employment
and quality of life. In addition, a 9-month DBT graduate group which assisted consumers
with BPD to make behavioural action plans and meet personal goals has been studied (Lopez
& Chessick, 2013). Participation in the DBT graduate group has demonstrated improved
quality of life and employment in consumers with BPD. While both of these programs show
preliminary evidence of enhancing quality of life in consumers with BPD following a
standard DBT program, both programs are labour intensive, which may limit the capacity of
mental health services in providing them.
Peer support may be an important part of a stepped care approach for the treatment of
BPD. Peer support occurs when a peer worker with lived experience of mental health
problems, who is in recovery or recovered, supports another consumer with mental health
problems (Davidson et al., 2006). According to peer support principles, peer support involves
safe relationships founded on shared lived experience, mutuality, a sense of equal value,
reciprocity, recognition of experiential knowledge, choice and control for peer workers in the
way they provide support and empowering peer workers to use their strengths (Gillard et al.,
2017; Stratford et al., 2017). Positive consumer outcomes exist for peer support for severe
mental illnesses, although further investigation is required (Lloyd-Evans et al., 2014).
Consumers with BPD, their carers and clinicians indicate how peer workers can provide peer
support to consumers with BPD during inpatient stays, hospital discharge, emergency
admissions, and in the community (Barr, Townsend, et al., 2020). Consumers with mental
health problems who receive peer support following inpatient psychiatric discharge have
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increased ratings of recovery, lower hospital admissions, and benefit from the connection
made with a peer worker (Lawn et al., 2008; Scanlan et al., 2017). Peer workers can also be
involved in group facilitation, including co-facilitating groups with clinicians (Gillard et al.,
2013; Jacobson et al., 2012). In the community, consumers with mental health problems may
benefit from peer support groups or group therapy that is co-facilitated by a peer worker and
a clinician. Previous research shows that consumers with mental health problems feel
comfortable when group therapy is facilitated by a clinician or a peer worker (Beehler et al.,
2014; Pallaveshi et al., 2014). Consumers may be able to share more honestly and connect
easier with peer workers due to an informal approach and shared experiences, and they may
value the training and knowledge of clinicians, such as their ability to manage risk (Beehler
et al., 2014; Holley et al., 2015; Pallaveshi et al., 2014). When groups or interventions are
delivered solely by a peer worker, consumer hope may increase although mental health
symptoms usually remain unaddressed (King & Simmons, 2018; Lyons et al., 2021).
Although limited studies exist, consumers with mental health problems have benefitted from
group programs which are co-facilitated by a clinician and a peer worker (Goldberg et al.,
2013; Prevatt et al., 2018). However, it is unclear how the consumers benefitted from the
unique contributions of the peer worker and clinician in co-facilitated groups. Peer support
following a standard treatment for consumers with mental health problems has not been
studied.
Evidence suggests that peer support groups may be beneficial for consumers with
BPD (Barr, Townsend, et al., 2020). Consumers with BPD report group therapy can
contribute to recovery because consumers experience validation from hearing experiences of
other people with similar thoughts and feelings (Kverme et al., 2019; Little et al., 2018).
Benefits reported from peer support groups by consumers with BPD include feeling accepted,
understood and less isolated (Gillard, White, et al., 2015). Further, analysis of audio
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recordings of a self-help group for consumers with BPD that was facilitated by a peer worker
and a clinician showed that consumers experienced humour, praise and experiential
knowledge (Bond et al., 2019).
To date, there is a scarcity of research evaluating consumer outcomes and experiences
of a peer and clinician facilitated group for consumers with BPD. This study aims to evaluate
the acceptability of a peer and clinician facilitated group program for consumers with BPD.
Specifically, we evaluated whether the peer and clinician facilitated group model is helpful
for consumers with BPD and how the support from a peer worker differs from the support of
a clinician in a group context. For a detailed exploration of the consumer experience, a
comparative case study design was used (Yin & Campbell, 2018). For the purpose of this
study, the peer worker and clinician co-facilitated peer support group program will be
referred to as the peer-clinician recovery group.
5.4 Method
5.4.1 Participants
Consumers with lived experience of BPD were invited to participate. Clinicians at a
mental health service received information about the peer-clinician recovery group and were
asked to contact consumers who fit eligibility criteria. Clinicians contacted consumers using
telephone calls and completed a brief assessment to ensure consumers matched eligibility
criteria. Inclusion criteria included a) person has lived experience of BPD, b) person is
comfortable in a group treatment setting, and c) person has completed a course of treatment
at the mental health service where the peer-clinician recovery group took place or at another
service. For this particular study, the course of treatment specified was DBT as it was
routinely provided locally. If consumers completed treatment at another service, they were
asked questions to determine whether the therapy they received was similar to the program at
the mental health service. Questions were asked to determine 1) whether the person has
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established, effective self-care strategies and habits, and 2) whether the person has good
insight into their early warning signs and triggers and ways to manage these triggers.
Exclusion criteria were a) person attempted suicide in the past three months, and b) person is
currently receiving DBT and therefore has a significant time commitment involved in this
therapy which may be impacted by attending the peer-clinician recovery group. Consumers
who were not invited to participate were provided with alternate treatment options as
appropriate. In addition, the peer worker and clinician co-facilitators were invited to
participate in the research through email. Two separate peer-clinician recovery groups were
conducted, each with three consumer participants. The same peer worker and two different
clinicians co-facilitated the two groups. The final sample consisted of six consumers, one
peer worker and two clinicians. Demographic information for consumers can be found in
Table 9. All participants provided written informed consent and ethics approval was provided
by an institutional review board.
Table 9
Demographic Characteristics of Consumer Participants (N = 6)
Age, years: mean (SD), range
Gender n (%)
Female
Relationship Status
Married
Single
Employment n (%)
Work or study full time
Work or study part time
Not currently working or studying
Highest education n (%)
College/Technical/Trade
School (to age 12)
University degree

40.6 (20.7), 20-68
6 (100)
3 (50)
3 (50)
1 (16.7)
3 (50)
2 (33.3)
4 (66.7)
1 (16.7)
1 (16.7)

5.4.2 The Peer-Clinician Recovery Group Program
The peer worker and clinician co-facilitated peer support group program was based on
the manual Peer support for people with personality disorder: A 6-session peer and clinician
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co-facilitated group program (Barr, Jewell, Herrick, et al., 2020). The program was coproduced by consumers, peer workers, researchers and clinicians and includes psychological
education delivered by the peer worker and clinician and group members sharing their
experiences with one another. The program occurs for 12 hours over six weeks and covers
topics including the biopsychosocial theory of personality disorder, self-stigma, selfcompassion, self-care, creative recovery practices, and developing a wellness toolkit. A
description of the program is outlined in Figure 2.
Figure 2
An Outline of the Peer-Clinician Recovery Group Program
Session Topic
number
1
Introduction to
the Program

Objectives
-

2

Self-Stigma and
Strengths

-

3

Self-Compassion
and Self-Care

-

4

Creative
Recovery
Practices

-

5

Building My
Best Life

-

Introduction of facilitators and group members
Build rapport between facilitators and group
members
Identify the goals of group
Be aware of the group guidelines and boundaries
Foster respect and non-judgement in the group
environment and rapport with other group members
Continue to build rapport between facilitators and
group members
Introduce the biopsychosocial model of BPD
Introduce concept of self-stigma
Understand how self-stigma affects people
Understand that people living with BPD have
strengths
Continue to build rapport between facilitators and
group members
Introduce concepts of self-compassion and self-care
Establish the importance of self-compassion and selfcare
Highlight that the process of self-compassion and
self-care will be unique for each individual
Discuss experiences of different creative practices
Learn and try different creative practices
Discuss how creative practices can be used to
support recovery
Develop understanding of what wellness and
recovery personally means
Highlight the possibility of recovery
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Review of
Program
Sessions
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- Discuss what group members can do to support
themselves each day
- Build a wellness toolkit
- Review topics group members have requested
- Reflect upon group process and experiences
- Reflect upon the benefits and challenges associated
with attending the group program

Note. The figure is taken from the manual Peer support for people with personality disorder:
A 6-session peer and clinician co-facilitated group program (Barr, Jewell, Herrick, et al.,
2020).
5.4.3 Procedure
Participants were provided with participant codes to anonymously match all of their
responses. Prior to the first peer-clinician recovery group session, consumer participants
completed a pre-group questionnaire. Following each of the six group sessions, consumers,
the peer worker and the clinician completed a brief questionnaire regarding their experiences
of that session. Immediately following the final group session, consumer participants
completed the post-group questionnaire. In addition, the peer worker and the clinician
completed qualitative questionnaires following the final session. Treatment adherence ratings
were made by the clinician and a researcher following each session to measure how closely
the peer-clinician recovery group sessions resemble the outline provided in the group manual.
The adherence ratings were made using a 3-point Likert scale from 1 = ‘not in place’ to 3 =
‘completely in place’ to see whether the main sections of each session were covered.
Consumers were compensated for filling in measures.
5.4.4 Measures
Post-Session Questionnaire. Consumer participants responded to three brief questions to
evaluate their experience of each group session and the individual contributions made by the
peer worker and clinician co-facilitators (e.g., “Did you get anything out of the group today?
If so, please describe one thing you got out of the group today.”; Did the peer worker support

PEER SUPPORT FOR BPD

143

you in this session? If so, please describe one way you were supported by the peer worker
today.”; Did the clinician support you in this session? If so, please describe one way you
were supported by the clinician today;” Appendix 8). The peer worker and clinician
participants also completed brief questionnaires following each session to reflect on their
experiences of the peer-clinician recovery group (e.g., “Were there any challenges
experienced? What were they?”; “How do I feel about how the group went;” Appendix 9).
Pre-Intervention and Post-Intervention Measures
Mental Health Inventory Five Item. The MHI-5 is a 5-item measure often used to screen
for anxiety and depression over a two-week period (Berwick et al., 1991). Items (e.g., “How
much of the time have you been a very nervous person?”) are scored on a 6-point Likert scale
from 1 = ‘none of the time’ to 6 = ‘all of the time’. Consistent with prior research, the scores
on the MHI-5 were transformed to a scale from 0 to 100 where higher scores indicate better
mental health and a score of 60 or below indicates moderate to poor mental health.
(Theunissen et al., 2011). The MHI-5 has been previously used in personality disorder
research (Karukivi et al., 2017).
Quality of Life. One question from the World Health Organization Quality of Life Short
Form (WHOQOL-Bref) was used to measure quality of life (i.e., “How would you rate your
quality of life?”; The WHO-QOL Group, 1998). Ratings are made on an 11-point Likert scale
where 0 = ‘very bad’ and 100= ‘very good’. Adequate reliability of the WHOQOL-Bref has
been demonstrated in psychiatric samples, including a Cronbach’s alpha ranging from 0.68 to
0.85 across the subscales (Oliveira et al., 2016). The WHOQOL-Bref also demonstrates
validity through high associations with the general items of health and quality of life
(Skevington et al., 2004). Previous research on BPD has used the WHOQOL-Bref (Frías et
al., 2017).
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The McLean Screening Instrument for Borderline Personality Disorder (MSI-BPD).
The MSI-BPD is 10-item screening instrument for BPD (Zanarini et al., 2003). Items from
the MSI-BPD (e.g., “Have any of your closest relationships been troubled by a lot of
arguments or repeated breakups?”) are rated on a yes or no scale where ‘yes’ responses are
scored as 1 and ‘no’ responses are scored as 0 with a total possible score ranging from 0 to
10. Higher scores are indicative of greater BPD symptomatology, where a cut-off score of 7
indicates likelihood of BPD. The MSI-BPD has been suggested as a reliable screening
measure for BPD in several studies (Melartin et al., 2009; van Alebeek et al., 2017).
Self-Identified Stages of Recovery (SISR). The SISR is a 5-item questionnaire that
measures a person’s stage of recovery which consists of two parts (Andresen et al., 2003). In
Part A, participants are asked to choose one of five statements that best describe them over
the past month. The statements indicate a stage of recovery, including moratorium,
awareness, preparation, rebuilding, and growth (e.g., “I can manage the illness reasonably
well now. I am doing OK, and feel fairly positive about the future.”). Part B includes four
recovery processes, including hope, meaning, responsibility and identity (e.g., “I know who I
am as a person, and what things in life are important to me.”) which participants rate on a 6point Likert scale from 1= ‘disagree strongly’ to 6= ‘agree strongly’. Greater scores in Part B
indicate higher recovery processes. The SISR Part B has demonstrated relatively high
correlations with other recovery measures, whereas SISR Part A shows lower correlations,
demonstrating the uniqueness of the stage model of recovery (Andresen et al., 2010).
Additional Post-Group Evaluation
Peer Support Service Questionnaire. The authors developed four questions for consumer
participants to investigate details of the peer support service and what other types of support
the person is receiving (e.g., “Besides peer support, what other services are you currently

PEER SUPPORT FOR BPD

145

receiving?”; “Have you previously received peer support from the peer worker facilitator;”
Appendix 10).
Peer Support Satisfaction Questions. Consumer perceptions of the helpfulness of the peer
support service and their satisfaction with the peer support service were evaluated using five
questions developed by the authors (e.g., “Please rate how much you think you have
improved”; “Please rate how satisfied you have been with your treatment;” Appendix 11). A
rating scale from 1 to 10 was used, with higher ratings indicating more helpfulness and
satisfaction.
Peer Worker Relationship Questions. Two questions (e.g., “Do/did you experience your
peer worker as warm, helpful and supportive?”) were altered from the Penn Helping Alliance
Questionnaire to measure the consumer’s relationship with their peer worker and clinician
(Appendix 12; Morgan et al., 1982). A 10-point scale was used to rate the questions from 1
=‘very little or none’ to 10= ‘very much’, with higher scores indicating a better relationship
with the peer worker and clinician.
Qualitative Questions. Open-ended qualitative questions developed by the authors
investigated the participants’ experiences of peer support (Appendix 13-15). Consumer
participants completed 9 qualitative questions on their experiences of the peer-clinician
recovery group program which investigated what they found helpful and unhelpful about the
group (e.g., “What have you found helpful about the peer support group?”), how the
contributions made by the peer worker facilitator compared to contributions made by the
clinician facilitator and other consumers in the group (e.g., “In what ways was the support
provided from the peer worker different from the support you received from other consumers
in the group?”; “In what ways was the support provided from the peer worker different from
the support provided from the clinician in the group?”) and how they experienced ongoing
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support following treatment (e.g., “What does having access to ongoing support after
Dialectical Behaviour Therapy (DBT) mean to you?”).
The peer worker was asked seven questions which investigated the challenges
experienced by the peer worker (e.g., “What challenges did you experience when facilitating
the peer support group?”), the advantages and disadvantages of facilitating the group with a
clinician (e.g., “What were the advantages and disadvantages of co-facilitating the group with
a clinician?”), and how facilitating the group influenced the peer worker’s recovery (e.g.,
“How has providing the group influenced your personal recovery?”).
Six qualitative questions were also completed by the clinician co-facilitator to
investigate experiences of co-facilitating the group with the peer worker (e.g., “How was cofacilitating the group with a peer worker different or the same as co-facilitating a group with
a clinician?”; “How did working with the peer worker influence the way you facilitated the
group?”) and challenges involved in the group (e.g., “What challenges have you experienced
regarding the peer support group?”).
5.4.5 Data Analysis
Triangulation of data occurred whereby quantitative and qualitative consumer
responses were analysed at an individual level and then as a whole (Yin & Campbell, 2018).
Qualitative responses (i.e., the post-session questionnaire and qualitative questions) were
analysed with a constructivist orientation using reflexive thematic analysis, which constructs
themes inductively from meaning based patterns in the data (Braun et al., 2019). One author
independently coded the data. Familiarisation with the data occurred through repetitive
reading of participant responses. Using NVivo 12, nodes were created by gathering data with
similar meanings through an inductive approach. Themes were constructed by combining like
nodes. Discussions with the research team occurred throughout the coding and theme
construction process to ensure themes represented participant responses. Finally, themes were
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named to reflect the content within them. Quantitative measures from pre-intervention and
post-intervention were analysed by reporting descriptive statistics.
5.5 Results
Drop-Out and Attendance
Five consumers completed the peer-clinician recovery group, and one consumer
dropped out following the first session, resulting in a 16.7% attrition rate. Regarding
consumers that completed the peer-clinician recovery group, the attendance rate was 93.3%.
Two consumers missed one session each due to prior commitments.
Feasibility and Acceptability
No adverse effects were reported as a result of participating in the peer-clinician
recovery group. The clinician and peer worker reported that there were no acute risks
following each session. The clinicians and a researcher completed adherence ratings that
showed that the peer-clinician recovery group followed the manual in all instances, except for
two sessions. In these two sessions, the group member sharing part of the program was rated
as partially in place because consumers were not prompted to reflect on the previous session.
Consumer ratings of their experience of the peer-clinician recovery group are detailed in
Table 10. All consumers provided the highest possible ratings of therapeutic alliance with
their peer worker and clinician facilitator (i.e., 10 out of 10). Two out of five consumers
reported that they have previously received services from the peer worker facilitator, and two
out of five consumers reported previously receiving services from the clinician facilitator. In
addition, participants highly endorsed that they would recommend the peer-clinician recovery
group to a friend. In terms of other services the consumers were receiving alongside the peerclinician recovery group, four out of five consumers reported that they were currently
engaged with individual therapy.
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Table 10
Consumer Ratings of Their Experience of the Peer-Clinician Recovery Group (n = 5)
M

SD

Median

Range

1. How much you think you have improved?
6
2.9 6
2-10
2. How much you think your treatment has been a
5.6 1.5 5
4-8
success?
3. How satisfied you have been with your treatment?
7.8 1.5 8
6-10
4. How helpful do you think this treatment is in
7.4 1.5 8
5-9
helping people with your difficulties?
5. Would you recommend this treatment to a friend
8.4 2.1 9
5-10
who needed help?
6. Did/do you experience your peer worker as warm,
10 0
10
10-10
helpful, supportive?
7. Did/do you feel that you and your peer worker
10 0
10
10-10
worked well together?
8. Did/do you experience your clinician facilitator as
10 0
10
10-10
warm, helpful, supportive?
9. Did/do you feel that you and your clinician
10 0
10
10-10
facilitator worked well together?
Note. The possible scoring range for questions 1 to 5 is 0 to 10 where higher ratings
indicate more treatment satisfaction. The possible scoring range for questions 6 to 9 is
1 to 10 where higher ratings indicate more therapeutic alliance.

Clinical and Recovery Outcomes
The consumer pre- and post-intervention outcomes are individually outlined in Table
11. Regarding quality of life, the individual consumer scores were mixed in that some
showed an improvement (n = 2), and others showed a reduction (n = 1) or stayed the same (n
= 2). Four out of five consumers showed a reduction in BPD symptoms from pre- to postintervention. Pre- and post-intervention means and standard deviations were calculated for
the five consumers who completed the peer-clinician recovery group. On a scale of 100
where scores below 60 indicate moderate to poor mental health, MHI-5 ratings had a mean of
32 (SD = 9.1) pre-intervention and a mean of 44 (SD = 20.0) post-intervention (Theunissen et
al., 2011). Ratings on the MSI-BPD had a mean of 7.4 (SD = 1.9) pre-intervention and a
mean of 6 (SD = 1.0) post-intervention, where a cut-off of 7 indicates likelihood of having a
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BPD diagnosis (Zanarini et al., 2003). Regarding QOL, the pre-intervention mean was 44
(SD = 23.3) and the post-intervention mean was 56 (SD = 8.0), where higher scores indicate
greater quality of life. For the SISR Part A, higher scores show a more advanced stage of
recovery, and the mean was 2.6 (SD = 1.0) pre-intervention and 3 (SD = 0.9) postintervention (Andresen et al., 2003). The pre-intervention mean was 13.6 (SD = 2.4) for the
SISR Part B when greater recovery processes are shown with higher scores, and the postintervention mean was 15.8 (SD = 2.6).
Table 11
Pre- and Post-intervention Clinical and Recovery Outcomes (n = 5)
Consumer A

Consumer B

Consumer C

Consumer D

Consumer E

Week 1

36

44

32

32

16

Week 6

32

40

24

76

48

Week 1

8

5

8

10

6

Week 6

7

5

7

6

5

Week 1

30

50

50

80

10

Week 6

60

50

50

70

50

1

2

3

3

4

Moratorium

Awareness

Preparation

Preparation

Rebuilding

2

2

3

4

4

Awareness

Awareness

Preparation

Rebuilding

Rebuilding

Week 1

12

18

14

11

13

Week 6

12

15

16

20

16

MHI-5

MSI-BPD

QOL

SISR Pt A
Week 1

Week 6

SISR Pt B

Note. MHI-5 = Mental Health Inventory Five Item; MSI-BPD = The McLean Screening
Instrument for Borderline Personality Disorder; QOL = Quality of Life; SISR = SelfIdentified Stages of Recovery
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Qualitative Results
Consumer perspective:
The program provided skills to support recovery and opportunities to practise skills
Consumers appreciated the skills that were taught in the peer-clinician recovery
group. Specifically, consumers valued the creative recovery practices, building a wellness
toolkit, and mindfulness exercises. “I found the wellness toolkit really helpful” (Consumer
C). “Understanding of what creative skills can help with” (Consumer E). Learning about
self-stigma and what strengths people with BPD have were also valued by consumers. “I got
to understand the positives of living with BPD” (Consumer B). The group also allowed
consumers to learn about and practise self-care and self-compassion. “Things I can do to be
kinder to myself – even things I do regularly but choosing to be mindful about it” (Consumer
D). Consumers also discussed learning more about recovery and what it means to them. “I
really liked the discussion on what recovery looks like for different people” (Consumer C).

The program provided an opportunity for consumers to connect with others and reduce
isolation
Increasing connection with others was discussed by many consumers as a benefit of
the peer-clinician recovery group. “I crave connection and consistency and found it really
helped with that” (Consumer C). The ability to talk with others and “getting out of my own
mind” (Consumer E) was stated as a valuable aspect of the group. Some consumers described
how coming to the group reduced loneliness and isolation. “It really made me feel less
isolated. The past couple of weeks have been really tough” (Consumer C). Having a
supportive group following DBT was important to consumers. “For me, it is a crucial part of
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my recovery. It is important I still have this support to assist in tougher times to help me to
uptake DBT practices” (Consumer D).

The peer worker was relatable, understood consumer experiences and supported
consumers to open up
The peer worker’s understanding and empathy towards BPD and consumer
experiences was discussed by the majority of consumers. “I appreciate that she (peer
worker) also has experience with BPD so she can empathise and fully understand where we
are at and where to go from here” (Consumer D). Consumers described how the peer
worker’s lived experience of BPD made her relatable and helped consumers feel that
someone was similar to them. “She (peer worker) had her own lived experience that we
could relate to” (Consumer D). The peer worker’s ability to relate to and understand
consumers allowed consumers to feel comfortable to open up. “I do feel that it is easier to
talk to as they (peer worker) have been through similar [things]” (Consumer E). Interactions
with the peer worker were discussed as being on a different level compared with the clinician
where there was less formality and more warmth. “I find there’s more of a
warmth/connection on a different level, though that’s not to say I don’t get that from other
professionals” (Consumer C). One consumer mentioned the hope she gained from the peer
worker. “I find it helps me feel a little more hopeful about where I might end up” (Consumer
C). The majority of consumers indicated the support provided by the peer worker was
similar to the support provided by other group members, except for one consumer who stated,
“I think the fact that she (peer worker) was not receiving the treatment herself, but could
provide examples of how the teachings related to her was beneficial” (Consumer D).
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The peer worker and clinician provided practical help and skills to consumers from their
unique perspectives and interacted with consumers in a positive way
Consumers described how both the peer worker and clinician facilitators provided
them with practical support throughout the peer-clinician recovery group, including teaching
skills, providing education and answering their questions. “She (peer worker) was still there
in the role of an instructor for this mode of 'therapy' and took part in explaining concepts”
(Consumer D). Some consumers noted how the practical support provided by peer workers
was different from the support from the clinician due to the peer worker’s ability to share
“great examples from their lives” (Consumer A). Further, the clinician’s unique contribution
was highlighted by one consumer as they “could talk about Serequel” (Consumer A). One
consumer described how the clinician and peer worker worked well together to deliver the
skills. “It was great because the clinician could provide concepts and then the peer worker
could then provide personal examples of how they closely related to our BPD experience”
(Consumer D). Following several sessions, some consumers reported that they were unsure
how the peer worker or clinician specifically supported them that day. The majority of
consumers described the kindness, helpfulness and attentiveness of the peer worker and
clinician facilitators, including that they were “attentive to my feelings” (Consumer B). The
peer worker and clinician were described as interacting with consumers in a positive,
compassionate way, such as helping them with group tasks and providing compliments.
“[The peer worker] replied to my answers in a positive way” (Consumer A).

Consumer, peer worker and clinician perspective:
Practical challenges were experienced in the group including videoconference delivery and
small group size
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One of the groups had to be moved to videoconference halfway through due to
COVID-19 restrictions, and this was experienced as a challenge by a consumer, the peer
worker and the clinician who preferred face-to-face contact. “In person would be better,
therefore allowing us to be a bit more collaborative in using more varied and shared art
supplies” (Clinician B). The small group size was described as a challenge by the peer
worker and clinician facilitators, although did not seem to be experienced as negatively by a
consumer who stated, “I liked small group” (Consumer A). Taking into consideration the
feedback from consumers, the peer worker recommended, “It would be helpful to keep the
peer support group for BPD to smaller numbers. I think this helps with the rapport building
and group members being able to feel comfortable to share their experiences. I think going
forward we will deliver this group with a max of five participants” (Peer Worker). Despite
delivery over videoconference and smaller group size, the clinician described how
participants were still engaged in the group. “Participants continue to engage well over the
telehealth format” (Clinician B). One consumer shared how she “wouldn’t really suggest
anything else, just wish it went for longer/ there were more younger people involved”
(Consumer C). Two consumers stated that they could not think of any improvements that
could be made to the peer-clinician recovery group.

Clinician and peer worker perspective:
Group facilitation was enhanced by the presence of a peer worker and a clinician
The peer worker and clinician facilitators acknowledged the unique contributions that
the peer worker facilitator brought to the group, including increased understanding and
validation of consumer experiences. “[The peer worker] allowed more space for acceptance
and validation. Working with a peer worker also helped convey the message that people with
BPD can live rich and meaningful lives” (Clinician A). Further, the peer worker and
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clinicians acknowledged that the peer worker’s lived experience increased rapport and group
cohesion, allowing consumers to share more comfortably. “Having shared experiences,
whether that be in the mental health system, significantly helps with rapport and I believe
helps participants share their own experiences” (Peer Worker). Facilitating the group with a
peer worker was described positively by clinicians. One clinician remarked that facilitating
with a peer worker helped her with, “Emphasising individuality, respectful language,
consumers as the experts of their own experiences” (Clinician B). The peer worker described
how facilitating with a clinician was beneficial in terms of the clinician’s ability to manage
risk and deliver psychological education. The peer worker noted that a disadvantage to
facilitating with a clinician is that not everyone in the group has a lived experience of mental
illness. “I have run groups before where everyone in the room has a lived experience of
mental illness, and I think that can create a really safe atmosphere for participants” (Peer
Worker). Facilitating the group also increased the peer worker’s awareness of how she could
support her own recovery. “It was helpful considering strengths I have from my experience
with BPD, I had never thought about this before running this group” (Peer Worker).
5.6 Discussion
The purpose of the current pilot study was to investigate the acceptability of a peer
support program for BPD from the perspective of consumers, a peer worker and clinicians.
Further, the study aimed to explore the role differences between the peer worker facilitator
and the clinician facilitator. Findings revealed that consumers experienced various benefits of
attending the peer-clinician recovery group including learning skills to support their recovery
and the ability to connect with others. According to consumers, the peer worker and clinician
facilitators were differentiated because the peer worker was able to understand BPD and was
more relatable, making it easier for consumers to share in the group.
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Consumers in the study described how the peer-clinician recovery group provided
skills to support recovery and allowed them to connect with others. Connection with others
and having meaningful relationships are important aspects of recovery for consumers with
BPD (Kverme et al., 2019; Ng et al., 2019), and it is possible that providing peer support
groups for consumers is a valuable way to facilitate connection and recovery. Consumers
described appreciating support following DBT, showing that peer support may be valuable as
a stepped down care approach following psychological therapy. Further, the creative recovery
practices were experienced favourably by consumers, in line with research on art therapy for
BPD (Haeyen et al., 2015). In accordance with previous research, consumers described how
the peer worker was an important part of the group due to their lived experience which
enabled them to understand consumers and provide skills based on personal examples (Barr,
Townsend, et al., 2020; Watson, 2019). The peer worker’s ability to share their experiences
was also described by the peer worker and clinician facilitators as aiding rapport and group
cohesion. These findings regarding peer workers are in line with research on how recovery
narratives may increase validation and connection for consumers with mental health
difficulties (Rennick-Egglestone, Morgan, et al., 2019; Rennick-Egglestone, Ramsay, et al.,
2019). Unique contributions provided by the clinician facilitator were also described by
consumers and the peer worker, including the clinician’s ability to deliver psychological
treatment, manage risk, and understand medication use. The contributions made by the peer
worker and clinician show how groups facilitated by both a peer worker and a clinician may
provide balanced care for consumers where consumers feel understood, rapport increases and
mental health symptoms are treated. In addition, the peer worker described learning new
skills to support her own recovery, consistent with previous research (MacLellan et al.,
2015). Challenges of the group included the small group size and the delivery of the group by
videoconference. However, the peer worker and one consumer appreciated the small group
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size, which may indicate the ability for consumers to speak more when there are less people
and receive more attention from group facilitators (McPherson et al., 2020). Importantly, no
harms or adverse effects were reported following the peer-clinician recovery group.
Adherence ratings regarding the manual for the peer-clinician recovery group were high,
indicating that it is possible for group facilitators to follow the manual.
Regarding individual ratings, the majority of consumers had a decrease in BPD
symptoms and an increased endorsement of recovery processes. A comparison of pre- to
post-intervention means of general mental health, BPD symptoms and quality of life showed
that mental health generally improved and symptoms of BPD reduced, although this finding
must be interpreted cautiously as it was not possible to perform any statistical analyses due to
the small sample size. Similarly, pre- and post-intervention means on stage of recovery
showed that consumers had improved endorsement of recovery at post-intervention, although
no formal analysis was performed. Nevertheless, these findings indicate that further research
regarding the peer-clinician recovery group is warranted.
The study had a relatively low dropout rate of 16.7% in comparison with community
DBT groups where dropout rates range from 17% to 39% (Landes et al., 2016). Furthermore,
the attendance rate of the group was high at 93.3%, which may be due to consumers’ positive
perspective of the group (Dilgul et al., 2018). High consumer ratings of therapeutic alliance
with the peer worker and clinician facilitators were reflected in consumer qualitative
responses, including viewing both facilitators as kind and helpful. While some consumers
with BPD report negative experiences with clinicians (Barr, Jewell, Townsend, et al., 2020;
Proctor et al., 2020), the positive ratings of the clinician in this study may be due to the
clinician’s understanding of BPD. This view may be facilitated by the service setting having
a compassionate view towards BPD as evidenced in their hiring of a peer worker with lived
experience of BPD (Barr, Townsend, et al., 2020). Further, high therapeutic alliance with the

PEER SUPPORT FOR BPD

157

peer worker may be due to the lived experience of the peer worker that allows consumers to
feel peers are relatable. The fact that some consumers had previously received services from
the peer worker or clinician facilitator may have also positively influenced the alliance
ratings.
This study is not without limitations. A main limitation of this study is the small
sample size. Despite efforts to recruit more participants, only six participants consented to the
study. This may be explained by feelings of uncertainty regarding the COVID-19 pandemic,
or the inclusion criteria requiring participants to have previously completed psychological
treatment that is oftentimes inaccessible to consumers (Barr, Jewell, Townsend, et al., 2020).
Furthermore, all participants were female. It is unclear whether the findings are generalisable
to a more heterogenous group of consumers. Similarly, there was a small number of
participants in the peer-clinician recovery group, particularly because the manual
recommends six group members (Barr, Jewell, Herrick, et al., 2020). Additionally, the peerclinician recovery group may not represent a true stepped down model of care as the majority
of consumers indicated that they were receiving individual therapy alongside the peer support
group.
Future research is required to expand on the current study with a greater sample size
and a control group to determine the precise effects of the peer-clinician recovery group on
consumer symptoms and recovery. Moreover, future research could examine the delivery of
the peer-clinician recovery group to consumers with BPD at different stages of recovery,
such as providing the group to consumers who have not previously completed psychological
therapy. More research is also needed to determine how the peer-clinician recovery group
influences consumers’ relationships with others and could measure group cohesion (Crowe &
Grenyer, 2008).
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To conclude, the current pilot study evaluated a 6-session peer and clinician cofacilitated group for consumers with BPD from the perspectives of consumers and the
clinician and peer worker facilitators. Consumers described helpful aspects of the group
including learning new skills to support their recovery and connecting with others. Despite
the small sample size and limited generalisability, the study shows that a peer and clinician
co-facilitated group for BPD may be a promising way to support consumers following
psychological therapy and encourages further research in this area.
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Chapter Six:
General Discussion

6.1 Overview of Main Findings
The purpose of the current thesis was to evaluate peer support for BPD. This
investigation was done by examining the previous literature and conducting four studies with
various research methods. The four studies were guided by five research questions:
1. What are the perceptions of consumers, carers, and clinicians and possible models of
peer support for consumers with BPD and their carers?
2. What might be helpful and unhelpful about peer support for consumers with BPD and
their carers?
3. How might peer support for consumers with BPD and their carers differ from support
provided by clinicians?
4. How might providing peer support influence peer workers with lived experience of
BPD?
5. How might interacting with peer workers with lived experience of BPD influence
clinicians?
Study One addressed question one by exploring perceptions and possible models of
peer support for BPD through interviews with consumers, carers, and clinicians. Study Two,
Three, and Four addressed questions two to five. Study Two examined peer support for
consumers with BPD at five separate services using qualitative surveys completed by
consumer peer workers, consumers, and clinicians. Study Three investigated peer support for
carers supporting a person with BPD using questionnaires that were completed by carer peer
workers, carers, consumers, and clinicians. Study Four evaluated a group program for
consumers with BPD that was co-facilitated by a consumer peer worker and a clinician.
Overall, the thesis provides evidence regarding the benefits and limitations of peer support
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for consumers and carers with lived experience of BPD. The following paragraphs detail each
study within this thesis and how each study addressed the main questions listed previously.
6.1.1 Study One
An exploration of perceptions and possible models of peer support for BPD was
conducted using semi-structured interviews with 12 consumers, 12 carers, and 12 clinicians.
Perceptions showed that peer support in acute and community care settings provided
consumers with shared experiences that bring hope, validation and connection. Additionally,
participants expressed the importance of allowing consumer choice regarding the peer
support services they receive and providing a combination of clinical and peer support
services where appropriate. Carers expressed the importance of receiving peer support for
themselves, including feeling understood in their interactions with a carer peer worker as
opposed to their interactions with others. Consumer peer workers experienced stigma and
discrimination in some workplaces, and described the importance of supervision and self-care
in managing what they disclose to consumers. Clinicians indicated that working alongside
peer workers improves the way they provide care to consumers with BPD, and some
clinicians were concerned about the informal boundaries that peer workers established with
consumers. Disagreements were found regarding whether consumer peer workers accessing
consumer medical files would be conducive or harmful for the relationship between
consumers and consumer peer workers. Two models of peer support for BPD were
developed. One model integrated consumer peer workers within the mental health team
whereby consumer peer workers discuss their work with consumers with other members of
the mental health team, access consumer medical files, and write notes within consumer
medical files for other professionals to access. The second model involves consumer peer
workers working complementary to the mental health team whereby consumer peer workers
do not contribute to or access consumer medical files and informal consultation may occur
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between consumer peer workers and other members of the mental health team.
Recommendations were made for services regarding peer support for BPD, including
evaluating and altering workplace stigma towards BPD prior to hiring peer workers with
BPD and clarifying which model of peer support will be used. A limitation of the research
included the use of a purposive sampling technique, making it unclear whether perspectives
were representative of all consumers, carers and clinicians. In Study One, the first
overarching question of this thesis was addressed by showing how consumers, carers and
clinicians view peer support and introducing a possible model of peer support for BPD.
6.1.2 Study Two
Study Two examined five services that provided peer support to consumers with BPD
through questionnaires completed by 14 consumers receiving peer support, five consumer
peer workers providing peer support, and four clinicians working alongside peer workers.
Evidence showed that consumers benefitted from peer support, including experiences of hope
and validation and learning new skills to support their recovery (research question two).
Differences between the consumer peer worker and clinician roles were indicated. Compared
with clinicians, consumer peer workers role modelled recovery to provide hope, provided
skills based on experiential knowledge, understood experiences of BPD, and connected with
consumers with less of a power imbalance (research question three). Clinicians benefitted
from interacting with peer workers, including greater awareness and use of recovery oriented
practices (research question five). Consumer peer workers benefitted from providing peer
support by learning new skills through interactions with consumers and finding meaning
from their experiences (research question four). Challenges were also experienced by
consumer peer workers, including witnessing consumer self-harm and descriptions of
traumatic incidents (research question four). Further, some consumers reported that they
would share risk information with clinicians but not necessarily with peer workers. Clinicians
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also experienced difficulties when a consumer that they previously supported was employed
as a peer worker at the same service (research question five). Improving support for
consumer peer workers was recommended, including provision of supervision from a peer
worker with lived experience of BPD, enhancing employment options and opportunities, and
providing appropriate financial compensation. Limitations of this study were a small sample
size and some brief responses.
6.1.3 Study Three
Study Three evaluated peer support for carers supporting a person with BPD at five
separate services. Surveys were completed by 14 carers and two consumers receiving peer
support, five carer peer workers providing peer support, and three clinicians who worked
with peer workers at the service. Carers who received peer support reported benefitting by
feeling understood in their experiences of supporting someone with BPD and hearing the
skills used by carer peer workers to interact with the consumers they support (research
question two). Carer peer workers were differentiated from clinicians due to their reciprocal
form of care, understanding of the carer role and BPD based on lived experience, and use of
personal experience to provide skills and information (research question three). Due to their
interactions with carer peer workers, clinicians developed greater sensitivity and
understanding of how to respond to carers supporting people with BPD (research question
five). Carer peer workers experienced benefits from providing peer support, including
personal growth and enhancements in the interactions with the person with BPD they support
(research question four). However, carer peer workers also experienced difficulties in their
role, including listening to negative experiences that were similar to their own and being
undervalued by clinicians (research question four). Recommendations were made regarding
carer peer worker roles in BPD services, including connecting carers with carer peer workers
early on and improving funding and supervision for carer peer workers. The participant
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gender imbalance was a limitation of this study where all carer and carer peer worker
participants were female.
6.1.4 Study Four
Building on the evidence from Study One and Two, a pilot evaluation of a peer and
clinician co-facilitated group program for BPD was conducted as a stepped down model of
care. Consumers with BPD attended a 6-session peer and clinician co-facilitated group and
completed mixed methods questionnaires before and after attending the group. In addition,
the peer worker and clinician co-facilitators of the group completed questionnaires. Findings
showed that consumers experienced benefits from the group including learning new skills to
support their recovery and the opportunity to connect with others (research question two).
Mental health symptoms and recovery ratings from pre- to post-intervention were mixed,
although most consumers showed improvement in BPD symptoms and recovery processes.
Consumers felt that both the peer worker and clinician facilitators were helpful, and they
thought that the peer worker facilitator was different due to the ability to relate to and
understand consumer experiences (research question three). The peer worker and clinician
facilitator also described the peer worker’s unique contribution to the group, including
increasing rapport and group cohesion through sharing their lived experience (research
question three). According to a consumer and the peer worker, the clinician’s unique
contribution to the group included their ability to manage risk, discuss medications, and
deliver psychological education. Further, no adverse events were reported, and consumers
highly endorsed that they would recommend the group to a friend. While findings from this
study are not necessarily generalisable to other consumers with BPD, the study shows that a
peer and clinician co-facilitated group for consumers with BPD may be a valuable way to
support treatment for BPD.
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6.1.5 Theoretically Informed Findings
As discussed in Chapter One, the personal recovery model proposes that consumers
are experts with lived experience and their recovery may involve improving relational
functioning and having someone believe in their ability to recover (Anthony, 1993; Grenyer
et al., 2022). Peer workers may help facilitate a consumer’s personal recovery as they are also
experts with lived experience. Findings from this thesis showed that peer workers may help
consumers with BPD by providing hope through role modelling recovery, by understanding
BPD through their lived experience, and by teaching skills based on personal experience. The
thesis showed how support from peer workers may differ from clinical support due to
reciprocity and less power imbalance. This type of support offered by peer workers moves
beyond treatment of symptoms and involves caring for consumers holistically, including the
opportunity to build relational functioning. In line with theoretical models, peer workers may
be experts in lived experience of BPD who support consumers with BPD in their recovery by
helping them with relational functioning and providing hope for recovery.
6.2 Strengths, Limitations and Future Research
While a discussion of the limitations was provided for each individual study, this
section will discuss the limitations of the research within this thesis more generally. The
current thesis was the first to evaluate peer support for BPD, and, therefore, brings a unique
contribution to the study of psychosocial supports for consumers and carers with lived
experience of BPD. Specifically, this thesis was the first to explore perceptions and models of
peer support for BPD, examine peer support for consumers and carers with lived experience
of BPD at specific service settings, and evaluate a peer and clinician co-facilitated group
program for BPD. Across the studies, the perspectives of consumers, carers, peer workers and
clinicians were included. Evidence was provided to show specific ways that the support
provided by peer workers with lived experience of BPD is differentiated from the support
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provided by clinicians. Despite these strengths, certain limitations of the research must be
acknowledged.
The four studies had modest, small sample sizes. All studies had a high proportion of
female participants, and little to no participants with other genders. Due to the equal
prevalence of BPD in females and males (Grant et al., 2008), investigation is required to
understand men’s experiences of peer support for BPD. Further, the cultural background of
participants was unknown in all studies. It is important that future research includes
participants with diverse backgrounds to determine how peer support for BPD can be tailored
for different cultures. The first three studies used purposive sampling which may have
resulted in biased responses (Andrade, 2021; Geddes et al., 2018; Palinkas et al., 2015). For
instance, it is possible that only those with relatively positive experiences of peer support for
BPD selected to participate.
In Study One, consumers and carers self-identified as having lived experience of
BPD, and in Study Two, Three, and Four the McLean Screening Instrument for BPD
(Zanarini et al., 2003) was used to determine BPD symptomatology. Future research may
utilise a more rigorous assessment procedure, such as using the Structured Clinical Interview
II or DSM-5 criteria for BPD (American Psychiatric Association, 2013; First et al., 1997,
2016). Similarly, this study relied highly on self-report measures, such as measures of quality
of life, which may be impacted by the social desirability bias or recall bias (Althubaiti, 2016).
Future research may include multiple methods of assessment to reduce these biases, such as
using interviews. Further, the current studies did not provide a long-term follow-up of
consumer outcomes following peer support, and longitudinal research could investigate how
peer support may affect consumers and carers with lived experience of BPD over time.
Additionally, Study Four used a pre-post design where consumer symptoms and
experiences were measured before and after the peer and clinician co-facilitated group
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program. However, as a pilot study, there was not a control group or random assignment,
and, therefore, any causal explanations of how peer support may influence consumer
outcomes cannot be made. A randomised control trial is recommended to provide causal
evidence regarding peer support for BPD. It is important that future research continues to
investigate how peer support is different from clinical interventions and to use qualitative
measures and measures of recovery in addition to measures regarding BPD symptomatology
(Gillard, 2019; King & Simmons, 2018). Research that incorporates a fidelity index to
evaluate peer work is recommended to determine the unique contributions of peer workers
(Gillard et al., 2021).
While this thesis provided recommendations to offer peer support and clinical support
for consumers with BPD, more research is required to determine how peer support and
clinical interventions (e.g., psychotherapies) can best be combined to support consumers and
carers. For example, transference focused psychotherapy for BPD can be combined with
supportive, skills based approaches in specific situations, and peer support may fall under this
category (Clarkin et al., 2006). Research could evaluate consumer outcomes when consumers
receive peer support alone, clinical interventions alone, and peer support with clinical
interventions. Similarly, research is required to examine how clinicians and peer workers
may work together to provide support to consumers with BPD in individual settings. For
example, the peer and clinician co-facilitated group program described in this thesis may be
modified to be delivered by a peer worker and a clinician to a single consumer.
Additionally, the current research predominately focused on peer support for BPD
within an outpatient or community setting. More research is required to investigate how peer
support provided in acute settings may benefit consumers with BPD, including emergency
department and inpatient settings. This research may be particularly important because
consumers with BPD report how they feel that clinicians in acute settings are not available to
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talk, do not listen to them, or show negative attitudes towards BPD (Barr, Jewell, Townsend,
et al., 2020; Stapleton & Wright, 2019; Vandyk et al., 2019). Consumers experiencing high
distress in these settings may respond differently to peer support. Peer workers may reduce
stigma and adverse experiences by listening to consumer experiences in a relaxed fashion,
and providing them with hope that things can change (Brasier et al., 2022). Challenges may
also be experienced by peer workers in acute settings, such as clinicians holding stigma
towards peer workers with a diagnosis with BPD and not allowing them to provide support
when consumers are at risk of harm. Ensuring that peer workers have adequate supervision
and support and that the emergency department team is open to working with peer workers
with lived experience of BPD may be helpful. It is important to investigate how peer support
can be best tailored to consumers in these environments, and how peer workers can be best
supported to provide peer support in crisis settings.
The studies within this thesis were all based in an Australian context, potentially
limiting the generalisability to other countries. Research designs using cross-country
comparisons are needed to determine how peer support for BPD is similar and different
across nations. For example, access to peer workers may differ in countries where services
are government funded compared with services which are privately funded. In addition, only
a small sample of Australian health jurisdictions were included in the thesis, and results may
not generalise to all Australian mental health services. More research is required in the
Australian context to determine how peer support for BPD can be best implemented in
Australian services, including services in more regional and rural settings.
While this thesis included an evaluation of peer support for carers who support
consumers with BPD, the majority of the thesis was focused on peer support for consumers.
Therefore, more research is required to evaluate peer support for carers. Research could
investigate specific carer outcomes, such as quality of life, when carers receive peer support
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after the person they support is diagnosed with BPD. Studies could also investigate how
consumer and carer dyads receiving individual peer support (i.e., both a consumer and carer
receive peer support) compare with consumer and carer dyads who do not receive peer
support.
Peer support may provide a unique social relationship for consumers with BPD to
practise mentalisation and develop epistemic trust (Fonagy et al., 2017). Epistemic trust and
mentalising were not explicitly measured within this thesis. Findings did show that
consumers with BPD felt comfortable to open up with peer workers, experienced less of a
power imbalance with peer workers, and felt that peer workers understood BPD due to their
own lived experience. It is possible that peer workers encourage mentalising in consumers
with BPD by taking a curious stance and trying to understand consumers’ experiences
(Cracknell, 2020). Peer workers may be in a unique position to encourage mentalisation due
to their ability to help consumers with BPD to open up and their less clinical focus in
interactions with consumers. Peer workers may also be able to challenge self-stigma and
associated thoughts in consumers with BPD by providing hope that recovery is possible.
Future research may investigate whether peer support for BPD aids in the ability to mentalise
and whether this influences epistemic trust. For instance, the reflective functioning
questionnaire (Fonagy et al., 2016) could be completed by consumers before and after they
receive peer support.
This thesis examined challenges experienced by peer workers and systemic barriers to
peer work. Future research is needed to investigate how providing appropriate supervision
and training to peer workers with lived experience of BPD influences experiences of peer
workers. For instance, supervision and training experiences of consumer peer workers with
lived experience of BPD may be evaluated and compared to determine the best approach to
support consumer peer workers.
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6.3 Ethical Challenges
Several ethical challenges were present in the current thesis and included the
researcher-participant relationship, confidentiality and privacy, informed consent, and
conflict of interest (Jain et al., 2017; Sanjari et al., 2014). These challenges were present
across all four studies. The researcher had knowledge of who the participants were, posing
issues around privacy and confidentiality, particularly given the small sample sizes. Given
the type of participants involved, including consumers and carers with lived experience of
BPD, researchers considered how participants may feel obliged to participate due to a power
dynamic (Karnieli-Miller et al., 2009). To manage the ethical issues, the researcher
eliminated specific details from participant quotes to help keep responses anonymous. In
addition, the researcher carefully explained that participants were under no obligation to
participate, that participating or not participating would not impact their relationship with the
researchers or the person’s peer worker, and that they could withdraw from the study prior to
data analysis. Further, data were securely stored in a location only accessible by the
researchers. Participant responses were also discussed among the research team to ensure that
voices of participants were not misinterpreted, and several studies allowed participants to
comment on draft themes to ensure their lived experience was represented.
6.4 Challenges in Peer Support for BPD
While potential benefits exist regarding peer support for BPD, challenges must also
be discussed. This thesis has highlighted several challenges that peer workers with lived
experience of BPD may experience, including negative emotions when consumers share their
trauma or self-harm, relationship dynamics with consumers that are difficult for peer workers
to manage, and difficulties setting and maintaining boundaries with consumers. In addition,
peer workers may face stigma and discrimination in workplaces, and may be excluded by
clinicians from working with consumers. Issues regarding limited funding and supervision
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for peer workers were also raised. The challenges faced by peer workers with lived
experience of BPD are similar to challenges experienced by peer workers with other mental
health diagnoses (Moran et al., 2013; Otte et al., 2020). Recommendations were made to
provide support to peer workers, including providing supervision from senior peer workers,
providing training regarding boundary setting, and providing opportunities to peer workers to
work through their own difficulties.
Clinicians expressed concerns about informal boundaries between peer workers and
consumers with BPD and the negative effect this may have on consumers and peer workers,
consistent with prior studies (Gillard et al., 2013). Some clinicians were also apprehensive
about working with peer workers who were previously consumers under their care which has
been reported in other research (Collins et al., 2016). In addition, some differences in opinion
arose regarding the role of a peer worker. For example, while some participants in Study One
thought that peer workers could spend time with consumers in the community, one consumer
peer worker stated that peer workers should not engage in community activities with
consumers as it does not utilise their lived experience expertise. In addition, different views
were held regarding a peer worker’s role within the mental health team, including some
participants wanting peer workers to have access to consumer medical records and others
thinking that accessing medical records could take away from the unique relationship peer
workers have with consumers. Previous research indicates that when the peer worker role is
unclear to the mental health team, challenges may arise such as peer workers feeling
undervalued (Gillard et al., 2013; Otte et al., 2020). Further, in Study Three, clinicians
acknowledged difficulties when peer workers and clinicians had different opinions regarding
consumer care. This may lead to clinician’s having the final say in a consumer’s treatment,
leaving peer workers feeling unheard and underappreciated (Moran et al., 2013).
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Considering and preparing for the aforementioned challenges prior to hiring peer
workers may assist organisations in creating a comfortable work environment for clinicians
and peer workers. For instance, peer workers with lived experience of BPD may want certain
accommodations made to help them when they are feeling distressed in the workplace and
may also want to be an equal member of the mental health team where they are not treated
differently to clinicians, presenting a complex paradox for organisations to navigate. These
issues may be avoided when peer workers are in volunteer peer worker roles outside of
formal organisations; however, volunteer peer workers may face alternate problems, such as
not feeling valued through monetary compensation. Speaking with peer workers and
clinicians about how to address these issues may be helpful.
In addition, the extent to which reciprocity and mutuality can be present in peer
support when peer workers are hired within formal settings remains an issue. While
consumers with BPD may experience their relationship with consumer peer workers as more
reciprocal than clinicians, there may always be a power imbalance when one member in the
relationship is in a paid, titled peer worker role. It may be necessary for paid peer workers in
health organisations to talk to consumers and carers about a potential power imbalance in
their relationship. Further, organisational policies may hinder a peer worker’s ability to have
authentic interactions with consumers and carers that are driven by their own values. Clearly
outlining organisational policies to peer workers during the hiring process may assist peer
workers in determining whether the organisation fits with their values.
6.5 Clinical Implications
This thesis presents various clinical implications. First, findings suggest that adding a
peer worker to a mental health team may assist consumers with BPD by providing them with
an opportunity to feel understood by someone with similar experiences. Consumers with
BPD may be excluded from psychosocial and clinical interventions (Barr, Jewell, Townsend,
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et al., 2020; Klein et al., 2021), and ensuring that peer support is available to them is
imperative. Offering consumers and carers with lived experience of BPD access to peer
support and clinical support at any time on the recovery journey may be important, including
providing peer support in emergency departments, inpatient care, and community centres. For
instance, peer support could be provided in a stepped model of care based on individual
consumer needs. Peer workers facilitating groups for consumers with BPD may be
particularly important in increasing feelings of acceptance and validation in consumers.
Further, this thesis highlights how peer workers with lived experience of BPD sharing mental
health recovery narratives may support consumers through validation, hope, stigma reduction
and connection (Rennick-Egglestone, Morgan, et al., 2019; Rennick-Egglestone, Ramsay, et
al., 2019).
The unique contributions of peer workers outlined within this thesis demonstrate how
the role of a peer worker is differentiated from clinicians. For instance, peer workers can
understand the unique experiences of BPD and share personal examples of using skills. This
differentiation can help inform the peer worker role for hiring purposes and may assist in
making the role clear to mental health teams, thereby reducing mistreatment of peer workers
(Asad & Chreim, 2016; Gillard et al., 2013). Additionally, health services may need to be
provided with adequate support to ensure that peer work for BPD is implemented
appropriately. Training for mental health staff in recovery oriented treatments for personality
disorder and peer support principles may help staff to support peer workers with lived
experience of BPD (Clarke et al., 2015; Zeng & McNamara, 2021). In addition, peer workers
with lived experience of BPD should receive appropriate training to ensure that they are
prepared to work with consumers with BPD and their carers, including management of
negative emotions and traumatic recounts that they may experience.
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As outlined in the introduction, there can be various positive and negative features of
a peer worker or clinician role. In Study Four, the peer worker and clinician were both
experienced favourably by consumers. This might be due to both the peer worker and
clinician having strong interpersonal skills, resulting in positive interactions with consumers
(e.g., Barr, Jewell, Townsend, et al., 2020; Lamont & Dickens, 2019). Therefore, it cannot be
said that peer workers or clinicians are better at providing care to consumers with BPD.
Rather, some peer workers may be able to connect with consumers based on their lived
experiences, and some clinicians may be able to connect with consumers based on their
theoretical orientation and training. In peer support and clinical care, the basic human factors
and interpersonal skills involved in a therapeutic relationship may be important contributions
to positive consumer outcomes (Anderson & Perlman, 2019; Thomas & Salzer, 2017;
Wampold, 2015).
6.6 Conclusions
To conclude, this thesis evaluated peer support for BPD through the perspectives of
consumers, carers, peer workers, and clinicians. Research across four studies showed that
peer support may be beneficial for consumers and carers with lived experience of BPD, and
work in specific ways. Further, peer workers with lived experience of BPD benefitted from
providing peer support, and also experienced challenges which may be addressed through
greater systemic support of peer work. Increased accountability and recovery oriented
practices were found in clinicians working alongside peer workers. Support provided by peer
workers was differentiated from clinical support due to the lived experience of peer workers.
This lived experience may make connections authentic, help consumers and carers feel
understood in their unique experiences, allow skills to be shared from personal experience,
and provide hope for recovery. Taken together, the research within this thesis provides
preliminary evidence that peer support for consumers and carers with lived experience of
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8.1 Appendix 1 – Study One Interview Schedule for Consumers and Carers
1. Could you briefly describe your lived experience of BPD?
Prompts: How long have you been diagnosed with BPD? How long have you been a
carer for someone with BPD? Do you consider yourself as in recovery or recovered?
2. What have your experiences been with peer support (if any)?
Prompts: Have you received or provided peer support services?
3. How could peer support contribute to recovery from BPD?
Prompts: What is it about peer support that could help the recovery process? What do
you think individuals with BPD might value from peer support? Could you tell me
more about that?
4. What makes peer support unique, compared to other services?
Prompt: Could you tell me more about that?
5. What contributions would a peer bring to individuals with BPD, compared to mental
health clinicians?
Prompts: What are potential benefits of receiving services from a peer support
worker, compared to a mental health clinician? What are potential limitations of
receiving services from a peer support worker, compared to a mental health
clinician?
6. What would you want the role of a peer support worker to be for individuals with
BPD? What specific tasks could a peer support worker do to help someone with
BPD?
Prompts: Could you provide some examples? Would you want the support to be given
in an individual or group format? How often would you want the peer worker to
contact the individuals with BPD?
7. While some peer workers perform clinical tasks similar to other mental health
providers (e.g., writing notes, looking at client medical records, attending clinical
meetings), others do not engage in these activities. What are the benefits and
limitations of peer workers performing clinical tasks?
Prompts: How is the relationship between the client and peer worker affected? Does
performing clinical work enhance or take away from the role of the peer worker?
8. What characteristics would you want a peer support worker for BPD to have?
Prompts: Does it matter if the peer worker has a lived experience of BPD, another
mental health diagnosis, or no mental health diagnosis? Could you tell me more
about that? Would any other characteristics be helpful, such as the age or gender of
the peer?
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9. How might a peer support worker help families, partners and carers support someone
with BPD?
Prompts: Could you provide some examples?
10. Is there anything else you would like to say before we end today?
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8.2 Appendix 2 – Study One Interview Schedule for Mental Health Professionals
1. Could you tell me what your role is as a mental health professional and what
experience you have with borderline personality disorder and/or peer support?
Prompts: How long have you been in that role?
2. How could peer support contribute to recovery from BPD?
Prompts: What is it about peer support that could help the recovery process? What do
you think individuals with BPD might value from peer support? Could you tell me
more about that?
3. What makes peer support unique, compared to other services?
Prompt: Could you tell me more about that?
4. What contributions would a peer bring to individuals with BPD, compared to mental
health clinicians?
Prompts: What are potential benefits of receiving services from a peer support
worker, compared to a mental health clinician? What are potential limitations of
receiving services from a peer support worker, compared to a mental health
clinician?
5. What would you want the role of a peer support worker to be for individuals with
BPD? What specific tasks could a peer support worker do to help someone with
BPD?
Prompts: Could you provide some examples? Would you want the support to be given
in an individual or group format? How often would you want the peer worker to
contact the individuals with BPD?
6. While some peer workers perform clinical tasks similar to other mental health
providers (e.g., writing notes, looking at client medical records, attending clinical
meetings), others do not engage in these activities. What are the benefits and
limitations of peer workers performing clinical tasks?
Prompts: How is the relationship between the client and peer worker affected? Does
performing clinical work enhance or take away from the role of the peer worker?
7. What characteristics would you want a peer support worker for BPD to have?
Prompts: Does it matter if the peer worker has a lived experience of BPD, another
mental health diagnosis, or no mental health diagnosis? Could you tell me more
about that? Would any other characteristics be helpful, such as the age or gender of
the peer?
8. How might a peer support worker help families, partners and carers support someone
with BPD?
Prompts: Could you provide some examples?
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8.3 Appendix 3 – Study Two and Three Consumer/Carer Questionnaire Part One
1. How many times have you met with the peer? ________
2. How often did you meet with the peer?
 Multiple times a week
 Once a week
 Once a fortnight
 Once a month
 Other ______

3. From the following list, select ALL the types of things you did with your peer:
 Shared experiences of social and emotional distress
 Shared personal use of skills and coping strategies
 Received information about services (e.g., psychologist, housing program)
 Received information about resources (e.g., websites, books)
 Social activities (e.g., exercising, visiting café)
 Received education about BPD
 Other _______________

4. Who chose how you spent your time with the peer?
 Peer decided
 I decided
 Peer and I decided together
 Other _______________
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8.4 Appendix 4 – Study Two Consumer Questionnaire Part Two
1. What is your most memorable experience of the peer support service you have
received from your peer worker?
2. What have you found helpful about the peer support services you have received from
your peer worker?
3. What have you found unhelpful about the peer support services you have received
from your peer worker?
4. In what ways was your peer worker’s role different to the role of other health
professionals?
5. In what ways was your peer worker’s role similar to the role of other health
professionals?
6. In what ways was your relationship with your peer worker different to your
relationships with other health professionals?
7. In what ways was your relationship with your peer worker similar to your
relationships with other health professionals?
8. How would you suggest improvement in the peer support services you were offered?
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8.5 Appendix 5 – Study Two and Three Clinician Questionnaire
1. In what ways does peer support provided by the peer worker at your service help
consumers with BPD and/or carers supporting someone with BPD?
2. In what ways is the peer support provided by the peer worker at your service different
from the services that you provide to consumers with BPD and their carers?
3. How does providing peer support influence the personal recovery of the peer worker
your service?
4. What challenges have you experienced regarding peer support for BPD at your
service? Describe any challenges that have been experienced by consumers, carers,
peers, or mental health professionals.
5. How does the peer worker at your service influence the way you practise as a mental
health professional?
6. In what ways does the peer worker at your service affect the organisational culture at
your service?
7. How has having the peer worker at your service influenced your perspective of BPD?
8. Are there any recommendations or suggestions you would like to make about peer
support?
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8.6 Appendix 6 – Study Two and Three Peer Worker Questionnaire
1. In your view, what aspects of peer support were most helpful for the consumers with
BPD or carers supporting someone with BPD that you support? Please provide
specific examples.
2. How do you view the peer support you provide for consumers with BPD or their
carers as different from the support they receive from mental health professionals?
3. What challenges have you experienced when providing peer support to consumers
with BPD or carers supporting someone with BPD?
4. How has providing peer support influenced your personal recovery (if applicable)?
5. In what ways did you feel supported or unsupported as a peer worker by the mental
health professionals at your organisation (if applicable)?
6. What changes have you noticed in the organisation where you work since you have
started providing peer support?
7. Are there any recommendations or suggestions you would like to make about peer
support?
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8.7 Appendix 7 – Study Three Carer Questionnaire Part Two
1. What is your most memorable experience of the peer support service you have received
from your peer worker?
2. What have you found helpful about the peer support services you have received from
your peer worker?
3. What have you found unhelpful about the peer support services you have received
from your peer worker?
4. In what ways was your peer worker’s role different to the role of other health
professionals?
5. In what ways was your peer worker’s role similar to the role of other health
professionals?
6. In what ways was your relationship with your peer worker different to your
relationships with other health professionals?
7. In what ways was your relationship with your peer worker similar to your
relationships with other health professionals?
8. How would you suggest improvement in the peer support services you were offered?
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8.8 Appendix 8 – Study Four Consumer Questionnaire Following Every Session

1.
Did you get anything out of the group today? If so, please describe one thing you got
out of the group today.

2.
Did the peer worker support you in this session? If so, please describe one way you
were supported by the peer worker today.

3.
Did the clinician support you in this session? If so, please describe one way you were
supported by the clinician today.
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8.9 Appendix 9 – Study Four Clinician and Peer Worker Questionnaire Following
Every Session
1.

What worked well for the group?

2.

Were there any challenges experienced? What were they?

3.

How do I feel about how the group went?

4.

Is there anything I would change in regards to how I ran the group?

5.

Are there any risk related situations that need to be followed up on?
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8.10 Appendix 10 – Study Four Peer Support Service Questionnaire
1. Besides the peer support group program, what other services are you currently receiving?
 Individual therapy or counselling
 Group therapy or counselling
 Case management
 Psychiatrist
 GP support
 12 Step Program, spiritual counselling
 Couples, marital or family psychotherapy or counselling
2. Have you previously received peer support from the peer worker from the peer support
group?
 Yes
 No
3. Have you previously received mental health support from the clinician facilitator?
 Yes
 No
4. Before starting the peer support group, did you know any of the group members?
 Yes
 No
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8.11 Appendix 11 – Study Four Peer Support Satisfaction Questions
1. Please rate how much you think you have improved on a scale of 0 to 10, where 0 is Very Much
Worse, 5 is no change, and 10 is Very Much Better
0 1 2 3 4 5 6 7 8 9 10
Very
No
Very
Much
Change
Much
Worse
Better
2. Please rate how much you think your treatment has been a success on a scale of 0 to 10, where 0
is Not Successful, and 10 is Successful
Not Successful 0 1 2 3 4 5 6 7 8 9 10 Successful
3. Please rate how satisfied you have been with your treatment on a scale of 0 to 10, where 0 is
extremely dissatisfied; and 10 is extremely satisfied
Extremely dissatisfied 0 1 2 3 4 5 6 7 8 9 10 Extremely satisfied
4. How helpful do you think this treatment is in helping people with your difficulties?
Not at all helpful 0 1 2 3 4 5 6 7 8 9 10 Extremely helpful
5. Would you recommend the treatment to a friend who needed help?
Definitely No 0 1 2 3 4 5 6 7 8 9 10 Definitely Yes
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8.12 Appendix 12 - Study Four Peer Worker Relationship Questions
1. On a scale of 1 to 10, do/did you experience your peer worker as warm, helpful and supportive?

2. On a scale of 1 to 10, do/did you feel that you and your peer worker worked well together?

3. On a scale of 1 to 10, do/did you experience your clinician as warm, helpful and supportive?

4. On a scale of 1 to 10, do/did you feel that you and your clinician worked well together?
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8.13 Appendix 13 – Study Four Consumer Qualitative Questionnaire
1. What is your most memorable experience of the peer support group?
2. What have you found helpful about the peer support group?
3. What have you found unhelpful about the peer support group?
4. In what ways was the support provided from the peer worker different from the support
you received from other consumers in the group?
5. In what ways was the support provided from the peer worker different from the support
provided from the clinician in the group?
6. In what ways was the peer worker's role different or similar to the role of other health
professionals?
7. In what ways was your relationship with the peer worker different or similar to your
relationships with other health professionals?
8. What does having access to ongoing support after Dialectical Behaviour Therapy (DBT)
mean to you?
9. How would you suggest improvement in the peer support group?
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8.14 Appendix 14 – Study Four Peer Worker Qualitative Questionnaire
1. In your view, what aspects of peer support were most helpful for the individuals with
BPD? Please provide specific examples.
2. How do you view the peer support group program as different from the support individuals
with BPD receive from mental health professionals?
3. What challenges did you experience when facilitating the peer support group?
4. What were the advantages and disadvantages of co-facilitating the group with a clinician?
5. How has providing the peer support group program influenced your personal recovery?
6. In what ways did you feel supported or unsupported as a peer worker by the mental health
professionals at your organisation?
7. Are there any recommendations or suggestions you would like to make about peer
support?
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8.15 Appendix 15 – Study Four Clinician Qualitative Questionnaire
1. In what ways did the peer support group help individuals with BPD?
2. In what ways did co-facilitating the group with a peer worker help you support individuals
with BPD in the group?
3. What challenges have you experienced regarding the peer support group?
4. How was co-facilitating the group with a peer worker different or the same as cofacilitating a group with a clinician?
5. How did working with the peer worker influence the way you facilitated the group?
6. Are there any recommendations or suggestions you would like to make about peer support
for individuals with BPD?
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8.16 Appendix 16 - PDF of Study 1 published in Borderline Personality Disorder and
Emotion Dysregulation
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8.17 Appendix 17 - PDF of Study 2 published in Advances in Mental Health

Article removed for copyright reasons, please refer to the citation:
Barr, KR, Townsend, ML & Grenyer BFS 2022, ‘Peer support for consumers with borderline
personality disorder: A qualitative study’, Advances in Mental Health, vol. 20, no. 1, pp. 74-85.
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